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een a plant is large or small, there are certain essentials that must 

be observed before adequate coverage is obtained. The first and most 
important of these is a good medical officer, and his most important qualifi- 
cation, assuming of course that he is a good physician, is a genuine interest in 
this work. In our experience, when we have such a physician, we have not onlv 
reached first base, but are actually rounding third. 

It is a well-known fact that at times the medical officer must be somewhat 
of a diplomat, an engineer, a chemist, a psychiatrist and even a lawyer, but it 
is surprising how soon this basic knowledge is acquired when the will to learn is 
there. A sincere interest in the work will enable him to capture and hold the 
confidence and respect of employees and management. 

While these qualifications in the medical officer are vitally important, his 
position in the line organization must be adequate or his potential value to 
the plant may not be fully utilized. The higher up his immediate superior is in 
the plant organization, the better are the results. Whatever his position may 
be, it is essential that he have access to works management. If he has to sell his 
ideas to management through a junior official, he is working under what may be 
a serious handicap. 

As early as possible after he has been appointed, the works medical officer 
must familiarize himself with the plant operations. He should learn the various 
job specifications and know the toxicology of all raw and finished materials 
handled in the plant. He should know something about processes so that he can 
talk intelligently to the production staff. If he refers to something as a gadget or 
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a “doo-dad,” he has two strikes on him before he starts and he will really have to 
be good to get his point across. In other words, he must be able to talk to pro- 
duction men in their own language. 

In dealing with plant supervision, the medical officer must never lose sight 
of the fact that the manager is a human being. He is responsible for the smooth 
operation of the plant. He has spent untold hours solving technical difficulties, 
consequently he is proud of the combined effort under him and may not take 
kindly to criticism even if given in the interest of a healthier working environ- 
ment. Keeping this in mind, when the medical officer finds a health condition 
and approaches the manager, he should stress the good things that are being done 
and work in the constructive criticism as something of a side issue. He should 
have all the facts and arrange his data in a concise and logical maner, state who 
else uses the suggested procedure and the benefits so derived. Above all, he 
should confine himself to well-known and standard procedures which have been 
widely accepted. The manager may be hard to convince, because, after all, he 
is the one who must justify expenditures to his superiors. The harder he is 
“to sell” the longer he remains “sold” and the stauncher ally he becomes. The 
better the new procedure works out, the easier will be the task next time. 

Sometimes a clash in personalities occurs and the answer only comes as 
the result of well-considered study. The situation usually permits of mutal 
respect, and when the medical officer is sincere, capable and co-operative, even 
the most exacting manager will go at least half way. 

Very often when the medical officer discovers the need for the correction of 
a health hazard in the plant, results may be achieved more easily if he is able to 
convince supervision at lower levels first, before he contacts the management. 
When the project is further discussed and examined, the more advocates it has 
the more favourable are its chances for adoption. Furthermore, the project does 
not come as a surprise to those people who are most directly concerned. 

When the medical officer visits the working areas of the plant, he has an 
opportunity to develop a spirit of co-operation with other departments. He must 
recognize the fact that a well-run plant is a combined effort and that his work is 
an essential part of it. 

He must work closely with the personnel and safety departments, attend as 
many meetings as possible and be ready to advise on any problem involving 
employee health and welfare. When a new material is to be used in the plant, 
matters pertaining to toxicity and safe handling should be discussed with the 
safety and production departments. Without collaboration of this nature, 1 
situation soon arises which results in confusion, duplication of effort and even 
hard feelings. In due course the medical officer is able to develop for himself 
an integral position in the life of the plant so that he is better equipped to carry 
on a satisfactory medical service. 

When the works medical officer has been chosen, we must consider what 
sort of program he should implement. One of his first and very important duties 
is the physical examination. This should be done well or not done at all. There is 
no half-way procedure. Much may depend on the accuracy of this examination 
at some later date. These examinations may be divided into two types. 
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The preplacement or pre-employment examination is not a process by which 
the examiner skims off the cream of the crop, but a means by which the work- 
men may be placed in jobs in which they may work safely in their own as weil 
as in the interest of others. The medical officer may provide valuable assistance 
in job placement provided he has an adequate knowledge of the job specifications 
concerned. At the time of this examination the medical officer by kindly and 
efficient service can lay a sturdy plank on the platform of employee relations. 

The other type is known as the periodic examination, and it in turn falls 
into two types, the annual examination and the periodic check-up on the health of 
workmen exposed to toxic materials. If the entire plant personnel is not 
examined annually, at least the examined group should include the older 
employees, those exposed to special hazards and those who are in lower health 
categories. Workmen exposed to health hazards should be examined once a 
month on an average, depending of course on the condition concerned. These 
examinations need not be as detailed as the others, provided that the essential 
features are covered. At this time, a thorough knowledge of the toxicology of 
plant materials enables the medical officer to detect the presence of occupational 
disease before real harm has been done. Depending on his findings, the work- 
men may be removed from exposure or be given special instruction in how to 
work more safely. A study of working environment may reveal unsatisfactory 
conditions, a report of which should be given to the works management. 

An important feature of the medical service is to provide treatment for 
minor injuries and illness while at work. Since the medical officer in the smaller 
plants is in attendance part time, there should be a nurse to provide this service. 
The medical officer will, of course, check certain cases where indicated. Arrange- 
ments must be instituted for the more serious cases in providing first-aid and 
adequate disposal for further care. No service is more impressive in the minds 
of employees and management alike than when a serious case is smoothly and effi- 
ciently handled. 

-art of the time spent at the plant by the medical officer should be devoted 
to health consultations. Kindly and sympathetic handling of this service achieves 
gratifying and valuable results. An opportunity is provided for reassurance and 
health education in some cases and for the early recognition of disease in others. 

The medical officer is expected to provide leadership in the hygiene of the 
working environment. This includes not only the sanitation of the plant but 
also the health conditions in the working areas. To do this well, a system of 
periodic plant visits must be instituted and continuously maintained. By this 
means the medical officer acquires a knowledge of the plant so that his recom- 
mendations to management are of a practical nature. 

From time to time, say at two-year intervals, arrangements should be 
made for a chest X-ray survey. This is only one of the many valuable services 
provided by the Division of Industrial Hygiene of this province. The cost is 
low and the potential benefits are great. 

Not the least of the functions of a medical service, however small, is an 
adequate record system in which the essentials of the work of the medical service 


are recorded. These records need not be elaborate but should include personal 
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files on each person examined and a record of each treatment given or case seen 
at the medical service. 

In order to carry out the functions of the medical service which have been 
briefly outlined, the question of staff and their hours of work must be considered. 
With regard to the medical officer, the standard of one hour per week per 100 
employees is not adequate in our experience. In most small plants two hours 
per week per 100 employees appears to be necessary. Of course, such factors 
as labour turnover and the use of toxic materials influence the coverage standard 
given. 

A plant with 400-500 employees justifies the employment of a full-time. 
nurse. Smaller plants might justify a full-time nurse if there is a large number 
of women employees or if there is other suitable work available to fill up her time. 
Occasionally we find that part of her time is devoted to the duties of a visiting 
nurse. Some combine the duties of a librarian or a laboratory worker in addition 
to those of a nurse. At times it has been found practical for a nurse to work 
half-time in one small plant and half-time in another under certain conditions. 
In any case, her duties consist of the routine treatment of minor ailments as 
specified by the standing orders which the medical officer has prepared for her 
guidance. She keeps the records, does routine clinical laboratory work, and 
may serve a useful function in the teaching of personal hygiene. She may also 
assist the medical officer by performing such portions of the physical exami- 
nation procedure as are properly within her scope. 

Since she is usually on duty at the plant for a far longer time than, the 
medical officer, the nurse has a very important function to fill. She should be 
chosen with the same care that is exercised in the selection of a medical officer. 
She is just as important to the industrial medical service as she is to clinical 
medicine. 

The functions and staff of an industrial medical service have been discussed, 
but what management wants to know very often is: What value may such a 


service be to the plant? The answer to this question may be given under several 
headings. 





The reduction of accidents is promoted because, by means of the preplace- 
ment examination, the right workmen are placed in the right jobs in which each 
may work safely. General health improvement and health education tend to 
make the workmen health- and safety-conscious. 

Occupational disease may be reduced to a minimum or eliminated by the 
periodic checkups and by subsequent correction of faulty environment when 
indicated by the findings at physical examination and plant inspection. 

Time lost due to illness is reduced because of early diagnosis and timely 
treatment. The correction of health defects promotes better health. Education 
in personal hygiene may prevent much illness. 

Time lost due to accidents is reduced because prompt first-aid prevents 
complications. Redressings may be done while the employee is at work. Ade- 
quate disposal of serious cases ensures prompt treatment and early recovery. 
Because of the follow-up system, unnecessary lost time is eliminated and the 
injured employee returns to work as soon as it is safe for him to do so. 
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Employee relations are improved and labour turnover is reduced because 
of the contributions made by a good medical service. Proper job placement 
helps to ensure a satisfied employee. The prompt treatment of minor aches 
and pains, the advice given in health matters, and assistance rendered in ob- 
taining outside treatment, cannot help but increase employee good-will. So 
well known are these facts that recently a large company, in advertising for 
new employees, placed a good medical service first on the list of the advantages 
provided in their plants. 

In my experience, the average plant manager has a sincere desire to pro- 
mote the health of the workmen under him, and this attitude is not tempered 
with the hope of tangible financial return. This is a point that most advocates 
of industrial medicine fail to appreciate. Management, of course, wishes to 
ensure that the medical budget is expended wisely and efficiently and is in- 
terested in a procedure by which the efficiency of the medical service may be 
measured. Our findings in a large number of plants employing a total of many 
thousands of employees, indicate that a practical measuring device is to use 
the “visit” to the medical department as a work unit. 

When an adequate medical program has been provided, our records reveal 
that in plants where the employee group is made up of equal numbers of men 
and women, about 12 visits per year per worker are made to the medical de- 
partment. Women visit more often than men, so that if women workers pre- 
dominate, the rate may rise to a figure approaching 18 visits per worker per year. 
On the other hand, if there are few women employees, the rate may drop below 
12. 

Should the visit rate drop below 12 per worker per year in a plant where 
the sexes are equal, experience tells us that something is wrong. The trouble 
may lie in the fact that there is too much red tape to cut before the employee may 
visit the medical department. There may be too many foremen who be- 
lieve that as long as a workman can walk he should remain at work. It might 
also mean that the service itself is not satisfactory. It might be that no service 
for health consultation is provided and that the work of the medical department 
is confined to injuries alone. If this is the case, the employee knows from ex- 
perience that he may obtain medical assistance only when he is in serious 
trouble, otherwise he is not welcome. 

When the visit rate is well over 12 visits per employee per year in a mixed 
employee group, the fault may be that of laxity on the part of supervision. 
Sometimes there is little or no control and the employees do as they please. On 
the other hand, the working conditions may be such that the incidence of minor 
injuries is increased. The presence of an occupational health condition may 
be indicated by a rise in the number of visits for minor illness. The record 
forms should be so arranged that one can tell at a glance the reason for each 
visit to the medical department. This system facilitates procedure when an 
investigation is indicated by unusual experience. 

It is possible to.use the cost of a visit as a further means of checking the 
efficiency of the medical department. The cost of operating the service may be 
calculated on the basis of a per caput cost per year. This figure is then broken 
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down into the actual cost per visit and compared with the cost per visit using 
12 visits per worker per year as a standard. If the actual visit cost varies much 
from the standard expected, the program of the medical department should be 
investigated. 

With these figures, management will be in a position to compare their own 
costs with published data, and if the company is large enough, experience may 
be compared with other plants in the organization. In our organization, the 
visit rate per worker per year was surprisingly constant regardless of plant 
size or location. Except for a few very small plants, the cost per visit was cor- 
respondingly uniform. So striking was this experience that its value as a con- 
trol measure was immediately suggested. 


SUMMARY 


The scope of an adequate industrial medical service has been outlined. The 
duties of the medical personnel have been discussed and the position in the plant 
of the medical department defined. 

The potential benefits to be expected from a good medical service have been 
indicated. 

A method has been suggested to appraise the efficiency of the medical de- 
partment. 





NUTRITIONAL ASPECTS OF THE HARTMAN JONES 
MEMORIAL SCHOOL HEALTH STUDY 


I. Preliminary Examination 


RUTH CRAWFORD, JEAN LEESON, E. W. McHENRY, and W. MOSLEY 


School of Hygiene, University of Toronto 
and Board of Health, Township of East York 


_ health study in Hartman Jones Memorial School is a joint one in which 
several departments of the School of Hygiene are co-operating with the 
Medical Officer of Health of East York Township. There is a co-operative 
undertaking between the School of Hygiene and the Township of East York to 
provide adequate local health services for the municipality and facilities of a field 
training centre for the School of Hygiene. The purpose of the present study is 
to evaluate the efficacy of an extensive health program in an elementary school. 
A preliminary examination has been conducted to give base-line information of 
conditions prior to the institution of the program. Further examinations will be 
made from time to time to determine the effectiveness of various educational 
measures, of environmental changes, and of remedial measures. This com- 
munication deals with the nutritional aspects of the preliminary examination. 

To initiate the study the Medical Officer of Health obtained the consent and 
co-operation of the Board of Education and of the principal and staff of the 
selected school. The study was explained to the Home and School Association 
and approval of that organization was indicated. 

Of the several elementary schools in East York Township, Hartman Jones 
Memorial School was selected for the study because it is a school of average size. 
Its pupils come from middle-class homes and were considered to represent the 
normal, permanent population of the Township. At the onset of the study the 
school had an enrolment of 618. The building is fairly modern and contains 
16 classrooms, a gymnasium, nurse’s room, dental clinic, and customary services. 
There is an ample playground. 

As has been indicated, the purpose of the preliminary examination was to 
obtain as much information as possible regarding conditions prior to the study 
so that subsequent changes could be determined. With respect to nutrition, it 
was essential to examine existing conditions of health and nutritional status of 


the children, to ascertain their food habits and the reasons for these conditions. 
The following procedures were used: 


1. A medical examination together with the obtaining of as much medical 


history as possible. Permission of parents was necessary. To obtain this, 
a letter from the Medical Officer of Health was sent to each home, together 
with a consent card to be signed. Consent was sécured for 518 children, 
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85 per cent of the school enrolment. This response was made possible by 
the active co-operation of the school principal and the Home and School 
Association. 


Physical examination included : 


. Height and weight. 


b. General appearance. 
. Examination of the skin for hyperkeratosis, cheilosis and other abnor- 


malities. 


. Examination of the mouth for glossitis, gingivitis, dental conditions 


including caries. 


. Examination of nose and throat for tonsils, adenoids, post-nasal dis- 


charge and other abnormalities. 


. Examination of the neck for enlarged lymph glands and thyroid enlarge- 


ment. 


. Examination of chest for abnormalities of heart and lungs, and for evi- 


dence of rickets. 


. Examination of back for scoliosis and other abnormal posture. 


i. Examination of feet for weak arches and other defects. 
j. Examination of the abdomen was done in children with complaints refer- 


able to the abdomen. 


<. Haemoglobin estimations on samples of capillary blood by the method 


of Collier’. 


. Urinalysis in cases of complaints referable to the genito-urinary system. 


By direct questioning of children over 11 years, from parents of younger 


children and from A.D.P. cards kept by the school nurse, information 
regarding the following items was obtained : 


‘sor roan oe 


. General health. 

. Appetite. 

. Susceptibility to fatigue, hours of sleep, amount of exercise. 
. Frequency of respiratory infections. 

. Symptoms referable to eyes. 

. Bleeding tendency. 

. Gastro-intestinal symptoms. 

. Food intolerance. 


. Use of laxatives and other medication. 
j. Past illnesses. 


Data regarding Food Habits 


a. 


Seven-day diet records were obtained from 386 children in grades 3 to 
8. For younger children information on the use of food was secured from 
the mothers. Calculations of the amounts of nutrients were not made. 
The records were assessed individually in terms of servings per week of 
the following twelve foods: milk, eggs, citrus fruit, other fruit, vegetables, 
potatoes, meat, liver, bread, cereals, cheese, cakes, and pastry. 


1Collier, H. B., Canad. M.A.J., 1944, 50: 550. 
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b. A questionnaire was completed by each child showing whether they 
liked very much, or fairly well, or disliked each of the above twelve foods. 
. The home of each child participating in the study was visited. From the 
mother the following information was obtained: food habits of the chil- 
dren and of all members of the household and the reasons for strong likes 
or dislikes, extent or absence of vegetable garden, kitchen equipment, 
amounts of money spent for food, family income, shopping arrangements, 
interest in demonstrations, lectures, radio talks, newspaper and magazine 
articles on food and nutrition. 


Results of Medical Examinations 


The nutritional status of each child was graded by inspection during the 
medical examination. It is realized that such grading is subjective and rests on 
the opinion of the physician. Since all children were seen by one examiner, the 
grading is at least uniform. On this basis the children were graded as follows: 

Grade No. of persons Per cent of Group 
Excellent 78 15 
Good, 229 a4 


Fair 177 34 
Poor 34 7 


The following defects and their incidence were observed : 

Orthopedic, 191 persons. Or these, 80 had weak arches, 60 flat feet, 46 
rachitic changes, and 22 other defects. 

Underweight (more than 20 per cent below standard for height and age), 
181 persons. Of these, 34 were markedly underweight. Of the under- 
weight children, 69 had evidence of chronic upper respiratory infection, and 
12 had other conditions which might have been causative, while 99 showed 
no obvious cause. 

Overweight, 32 persons with 13 markedly so. 

Hemoglobin less than 12 grams per cent, 171 persons. Of these, 12 were 
below 10 grams per cent. ] 

Diseased tonsils, 155. 

Nasal defects, 41. 

Postural defects, 166. 

Heart murmurs, 72. Of these, 49 were considered to be functional and 23 
organic or questionable. 

Skin changes, 118. Hyperkeratosis was seen in 80 children and acne in 17. 


Thyroid enlargement, 43 persons with 7 of these showing marked enlarge- 
ment. 


Gingivitis, 88. 
Tongue changes, 67. 
Possible cheilosis, 10. 
Nervous disorders, 7. 


The most common defects and their percentage occurrence, in order of inci- 
dence, were as follows: 
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. Underweight, 35 per cent. 
. Diseased tonsils, 30 per cent. 
. Poor posture, 32 per cent. 
Weak arches, 26 per cent. Both of these suggest poor muscle tone. 
. Hemoglobin below 11 grams per cent, 12 per cent. 
. Evidence of past rickets, 9 per cent. 
. Mild thyroid enlargement, 9 per cent. 
. Rheumatic heart disease, diagnosed or suspected, 5 per cent. 


Food Habits 


Of the entire group, 95 per cent of the children regularly have lunch at home. 
The location of the school makes this convenient and the noon period is of ample 
length. There is no necessity for a school lunch program and we would advise 
against one in this particular school. 


The consumption of most foods by the children appeared adequate with the 
exception of milk and fruit. Thirty per cent of the children received less than 
one pint of milk a day. This consumption was observed prior to the removal of 
the consumer subsidy with a consequent increase in the retail price of milk 
Little fruit was used but, at the time, apples and canned fruit were not avail- 
able for purchase. Only 8.9 per cent of the children received a dependable source 
of vitamin D during the winter and spring months of 1946. Statements of the 
children with regard to food likes indicated that more children liked milk, citrus 
fruits and cheese than obtained generous amounts of these foods. 


Most of the families had incomes between $1,500 and $2,500 annually. Ail 
houses except one had good kitchen equipment. In 60 per cent of the house- 
holds food expenditure ranged from $3.00 to $4.50 per person per week. On the 
basis of prices current during the examination, these amounts were sufficient to 
obtain an adequate diet. Forty-three per cent of the families rarely or never 
used whole wheat bread. The percentage using whole wheat bread was much 
larger than is claimed by millers and bakers. There was a prevalent purchase of 
cakes, pastry and baked goods ; this appeared to result from sugar rationing. For 
the same expenditure, a more adequate diet could have been obtained by a 
reduction in the purchase of cakes and pastry with an increased use of milk, fruit 
and vegetables. 


Family consumption of vegetables can be increased easily by home pro- 
duction in gardens. Of the families in this community, 40 per cent had vegetable 
gardens. The chief reasons given for absence of gardens were poor soil and 


need for a space for the children to play. The school does not have a kinder- 
garten. 


About 50 per cent of the mothers expressed an interest in community 
nutrition meetings or demonstrations but this group comprised mostly those who 
were least in need of nutrition information. Three-fourths of the women are 
accustomed to listen to women’s programs on the radio but indicated that some, 
at least, of the programs do not provide practical information. The interest in 
radio was sufficient to suggest a promising avenue of nutrition education. 
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Indications from the Preliminary Examination 


1. Results of the physical examinations lead to the conclusion that nutri- 
tional conditions, and health conditions generally, need improvement. On the 
basis of physical assessment, 41 per cent of the children had fair or poor 
nutritional status. Some of the defects could be attributed to under-nutrition, 
while others, obviously, could not. We believe that a program to improve 
nutrition would be ineffective unless accomplished by other changes (removal of 
diseased tonsils, dental care, etc.). 


2. Information regarding food habits is that 30 per cent of the children need 
more milk and that most of the children need a regular, dependable supply of 
vitamin D. Diets could be improved in these respects without undue expendi- 
ture by a reduction in the amounts spent for cake, pastry, candy and soft drinks 
An educational campaign with these objectives is to be instituted in the school 
and in the community in the immediate future. Various educational procedures 
will be tried and their effectiveness will be described in subsequent reports. 


This study would have been impossible without the consent of the East York Board of 
Education and without the co-operation of the Hartman Jones Memorial Home and School 
Association and of the principal and staff of the school. Our most cordial thanks are 
expressed to all these and especially to Mr. Russell Buie, principal of Hartman Jones 
Memorial School, for his keen interest and very active co-operation. 


The study was financed by a grant from the International Health Division of the Rocke- 
feller Foundation for which appreciation is expressed. 





TREATMENT OF PERSONNEL OF THE MERCHANT 
MARINE DURING THE WAR 


C. P. BROWN, M.A., M.B., D.P.H. 


Chief, Division of Quarantine, Immigration Medical 
and Sick Mariners Service 
Department of National Health and Welfare 
Ottawa, Canada 


- is unnecessary to comment on the part the merchant navy played during the 

war and the very important place our Eastern Canadian ports occupied in 
these activities. The medical and other staff of the Division of Quarantine, 
Medical Immigration and Sick Mariners, in arranging and assisting with the 
medical care of the Merchant Marine can, I think, justly feel they played no 
small part in maintaining the morale and efficiency of this fourth arm of the 
fighting services. 

These activities were carried on largely under peacetime authority ; that is, 
Part V of The Canada Shipping Act—Sick Mariners and Marine Hospitals. 
By authority of Order-in-Council, medical care was also extended to Canadian 
seamen not otherwise entitled, including repatriated merchant marine prisoners 
of war. Similarly, seamen of foreign nationality stranded in Canada because of 


physical or mental disability and who could not be repatriated due to war con- 
ditions, were given maintenance and treatment. Provision was made for the 
prompt hospital care of all rescued seamen brought to Canadian ports. If their 
vessels had paid sick mariners’ dues, such treatment was provided under the 
Act. If not, the costs were borne in the usual way by the governments con- 
cerned. 


The following statistics give an overall picture of this work for the five 
complete war years, 1940-41 to 1944-45. Yearly averages for this period were: 
vessels paying dues, 4,498; dues paid, $281,184.13; costs of treatment, 
$305,539.05 ; crew members, 117,326; seamen treated, 24,493; hospital days and 
out-patient treatments, 85,330; doctors on part-time employment, 225; hospitals 
treating sick mariners, 109. 

It should be understood that “crew members” means only the number cf 
such positions. We have no knowledge of how many individuals were actualiy 
employed on board these vessels during the year. In addition to the above 
doctors, our full-time medical staff assisted with this work, carrying the heavy 
load in the chief Eastern ports. 

A hospital ship service was maintained at the two convoy ports, Halifax and 
Sydney. Our medical officers made daily rounds of vessels at anchor in these 
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two ports, boarding every vessel that displayed the flag requesting such service, 
and rendering suitable treatment. Severe cases were sent or brought ashore to 
clinic or hospital. During the fiscal year 1941-42, 4,019 vessels were boarded 
for this purpose, and 14,420 treatments given to 13,953 crew members. 

Conditions were most acute, probably, during 1941-42. The following 
figures are totals taken from that year’s records: 

Sick mariners treated, 32,142; hospital days, 86,208; out-patient and office 
treatments, 95,105. 

Infectious disease was treated as follows: diphtheria, 30 cases; measles, 24; 
mumps, 9; scarlet fever, 7; chickenpox, 3; whooping cough, 1; meningitis, 11; 
typhoid and paratyphoid, 5. 

Special attention might be directed to tuberculosis, of which there were 116 
cases, this being 3.6 per 1,000 total patients treated. 

One hundred and forty-two cases of malaria were treated, also 1,834 cases 
of scabies. 

There were 5,022 injuries, fractures and dislocations, that is, 156 per 1,000 
treated, illustrating the hazardous nature of the occupation of seafaring at that 
time. 


Venereal disease also deserves special attention : 

Cases treated: syphilis, 1,986; gonorrhoea, 1,669; chancroids, 327; and 
urethritis, 327, these totalling 132 per 1,000 treated. In addition, there were 
218 treated for conditions largely of V.D. origin. These diseases accounted for 
5,784 hospital days in six of the largest hospitals; that is, 18 per cent of patients 


and 11.2 per cent of hospital days. A report from our own Marine Hospital at 
Sydney in 1944 showed 19 per cent of the syphilis and 45 per cent of the gonor- 
rhoea to be primary and infectious. 

These cases were treated while their vessels were in port, and each patient 
was given an official record. They were hospitalized only when bed care was 
definitely indicated ; otherwise, four or five vessels would have been continuously 
out of commission. 

Our medical staff feel they have the confidence of the sailors and they 
know that many cases return for check-ups with negative blood reactions and no 
sign of clinical disease. Such examinations amounted to 6.4 per cent of the total 
treated in our Halifax clinic during February, 1946. 

Sulpha drugs were used freely, being given under the supervision of a 
responsible ship’s officer after warning of the dangers that might develop. Peni- 
cillin has been increasingly used as it became available. Massive, intensive treat- 
ment with arsenic preparations was not encouraged. 

Clinics were established and outfitted, and additional medical and other staff 
secured, especially in the three crucial ports, Halifax, Sydney, and Saint John. 
During the year under review,’ 21,845 seamen were treated at these ports; 
that is, approximately 68 per cent of the total for all Canada. Our full-time 
medical officers supervised this work and provided the clinic and hospital ship 
service. 

The hospitals in all ports co-operated fully and never turned a sick mariner 
away, no matter how crowded they were at the time. 
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Under the special wartime authority referred to earlier, there have been 
437 Canadian seamen treated who were not otherwise entitled. Among them 
were six cases suffering from tuberculosis. An additional 40 Canadian sea- 
men who had been prisoners of war received treatment. There were also 144 
seamen of foreign nationalities given extended treatment, as it was impossibie 
to repatriate them due to war conditions. Of these, 72 were suffering from 
tuberculosis. 

Pensions were granted to 30 Canadian seamen for disabilities resulting from 
enemy action or counter action, treatment being given by the Department of 
Veterans Affairs. A further 390 pensions have been granted to dependents of 
Canadian seamen and fishermen who made the supreme sacrifice. 

It will be noted that there has been very little, if any, mention of preventive 
medicine. The authorities under which this work is carried on contemplate 
treatment only. Notwithstanding this, certain health measures were carried out. 

Conditions under which treatment is obtained are made as easy as possible, 
to encourage early diagnosis. Although strictly health examinations are not 
provided, no sailor applying for examination and treatment is refused. 

With the co-operation of the V.D. Control and the Publicity Divisions, 
illustrated pamphlets on these diseases were originated and printed. They were 
distributed with the help of the Merchant Seamen’s Branch, Department of Trans- 
port, to manning pools, shipping companies and seamen’s labour unions. Alleged 
sources of infection were recorded and the information passed to the Provincial 
health authorities. 

With the same assistance, pamphlets and posters were distributed illustrat- 
ing the dangers of malaria and outlining methods of protection. The Army 
central medical stores kindly made supplies of quinine and atabrine available to 
vessels through our agencies in the chief ports. Advice on treatment and pre- 
vention, the use of mosquito repellents and screening was given. 

Provision was made to provide free vaccination against smallpox, also inocu- 
lations against typhoid, cholera and diphtheria, these through the manning pools 
and our quarantine medical officers. 

Probably much the most useful preventive measures were carried out by the 
Navy League of Canada with the help of the wartime Director of Merchant 
Seamen’s Branch, Department of Transport, and also by the various Seamen’s 
Clubs, churches, Y.M.C.A., and other voluntary organizations in the larger 
ports. These agencies provided living and eating facilities ashore, games and 
amusements, and a home atmosphere where even mending help was given by 
the women’s auxiliaries. 

Various foreign governments provided clubs for their own sailors. The 
Norwegian Government might be especially mentioned in this connection. In 
Halifax it provided a health centre, fully equipped with X-rays and a permanent 


medical staff, a well-furnished club house and, at Chester, a large convalescent 
home or hospital. 





REPORT OF THE COMMITTEE ON FORM AND CONTENT 
OF ANNUAL VITAL STATISTICS REPORTS 


VITAL STATISTICS SECTION 
CANADIAN PUBLIC HEALTH ASSOCIATION 


N the interim report on Form and Content of Annual Vital Statistics Reports, 

presented by your Committee at the Fourth Dominion-Provincial Con- 
ference on Vital Statistics in September, 1944, the need for expanding the 
committee to include more representative opinion was emphasized. It was 
felt that the following persons would constitute a valuable addition to the 
committee and, accordingly, invitations were sent requesting them to act: 
Dr. Paul Parrot, Demographer, Ministry of Health and Social Welfare, Pro- 
vince of Quebec; Dr. N. E..McKinnon, Department of Epidemiology and 
Biometrics, University of Toronto; Dr. J. Wyllie, Professor of Preventive 
Medicine, Queen’s University; Dr. N. L. Burnette, Assistant Vice-President, 
Metropolitan Life Insurance Company; Dr. H. Robertson, Epidemiologist, 
Province of Nova Scotia; Dr. A. R. Morton, Health Commissioner of Halifax; 
Dr. W. H. Hill, Medical Health Officer, City of Calgary; Dr. D. V. Currey, 
Medical Officer of Health, City of St. Catharines; and Miss L. E. Stewart, 
Acting Recorder of Vital Statistics, Province of Manitoba. At the suggestion 
of Dr. Burnette, Mr. Arthur Pedoe, Actuary of the Prudential Assurance 
Company, was invited to serve. We wish to express to these members our 
sincere thanks for their ready co-operation and valuable advice. 

Because the committee is scattered across Canada, its work has been 
conducted entirely by correspondence. Attention has centred around the 
proposed summary section of Provincial Annual Reports, for it is in this section 
that a degree of standardization can be of greatest value. A list of tentative 
summary tables was drawn up and circulated to all members of the committee 
for criticism and comment. From the opinions and suggestions submitted by 
members of the committee a revised list of tentative tables has been compiled 
and is submitted as Appendix I of this report. 

The committee submits the following recommendations on the form of 
Provincial Annual Vital Statistics Reports: 


(1) That information be grouped into the following sections: 


(a) A statistical summary section, standardized in general content between provinces. 


(6) An administrative section, containing reports of sectional activities and office 
routine. Accounts of legislation, special returns or registration of special groups 
such as Orientals and Doukhobors could be included in this section. 


Presented before the Vital Statistics Section at the thirty-fourth annual meeting of the Canadian 
Public Health Association, held in the Royal York Hotel, Toronto, May 6-8, 1946, in conjunction 
with the annual meetings of the Ontario Health Officers Association and the Canadian Institute of 
Sanitary Inspectors (Ontario Branch). 
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(c) A section of detailed tabular tables. These tables should be standardized on the 
tables prepared for each province by the Dominion Bureau of Statistics. Any 
additional tables of provincial importance, not capable of being summarized in 
the summary section, should be included in this section. 

(2) That chronology of events be as follows: 

(a) Population. 

(b) Births. 

(c) Stillbirths. 

(d) Marriages. 
(e) Deaths. 


(3) That the sequence of tables in each group be in relation to ‘‘facts,” the first tables 


listing the places such as counties, cities, etc., then the time, followed by ages, origins, 
etc. 


(4) That each report be adequately indexed. 





(5) That totals be shown at the left in tables having horizontal breakdowns, and at the 
bottom for tables having vertical breakdowns. 


(6) That headings and totals be made to stand out clearly in order to facilitate reference, 
preferably by the use of heavy or block type. 


Your committee submits the following recommendations on the content 
of Provincial Annual Vital Statistics Reports: 


(1) That the summary section be constituted in accordance with the following principles: 


(a) Summary tables should, as far as possible, contain data upon which inter-provincial 
comparisons are relevant. 


(b) The summary section should be brief, yet comprehensive enough to show the 
overall picture of population, births, marriages and deaths, and also the situation 
in provincial fields warranting particular attention, such as: 

(i) Leading causes of death. 

(ii) Mortality from notifiable diseases. 
(iii) Tuberculosis mortality. 

(iv) Cancer mortality. 

(v) Infant mortality. 

(vi) Maternal mortality. 
(vii) Accidental deaths. 


(c) Brief narrative surveys should cover each table and may include certain salient 
points not brought out by the tables. 


(d) Tables should include time series for comparison with previous years wherever 
possible. 


(e) Graphs and maps should supplement the tables as far as possible. 


(2) The content of the report as a whole should be such as will give optimum information 
to readers and prospective readers. As the question for what people ‘utilize the data 
contained in annual reports remains vague, provinces should continue efforts to 
ascertain their present and prospective readers. Doubtless, from a demographic and 
public health standpoint, there are persons who should be ‘classed as consumers of 

Annual Report data who are not as yet being reached or interested. 





It is pointed out that in submitting the foregoing recommendations on 
the form and content of Annual Vital Statistics Reports, and the list of tenta- 
tive summary tables, complete standardization is neither advocated nor con- 
sidered desirable. There should exist a degree of homogeneity in the basic 
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material presented and in the form followed. This would enhance the value 
of the reports, both individually and collectively, as a source of analytical data. 
Beyond that, no bounds are placed on the scope of the individual report. 


Appendix II is a valuable table prepared by the Vital Statistics Branch 
of the Dominion Bureau of Statistics showing the tables published in the 
Annual Report, with an indication of those published by the Provinces. 

In the work of the committee to date, it has been feasible to give con- 
sideration to Provincial reports only. Publication of this report will provide 
an opportunity for members of the Section to study the proposed content of 
Provincial reports. The committee recommends further discussion at the 
next annual meeting. In the meantime, the committee will endeavour to 
bring forward recommendations concerning the form and content of annual 
reports on the local level. 

Mary A. Ross, 
Ant. B. VALOIs, 
J. B. D. Scott, Chairman. 


APPENDIX I 


LIST OF TENTATIVE SUMMARY TABLES 
(Year 1945 Has Been Used as Indicative of Current Report Year) 


Population 
TABLE I 


EsTIMATED TOTAL POPULATION FOR PROVINCE BY SEX AND AGE GROUPS, 
CovERING TEN-YEAR PERIOD (LONGER PERIOD OpTIONAL, OR SHOW ONLY CENSAL YEARS) 


| | 
YEAR | Total} Male | Female | 0-4 | 5-9 | 10-19 | 20-29 | 30-39 40-49 | 50-59 60-69 | 70 





TABLE 2 


EsTIMATED POPULATION OF STATISTICAL AREAS (OR DIVISIONS OR COUNTIES) AND CITIES, 
TOWNS AND MUNICIPALITIES WITH A POPULATION OF 1,000 AND Over, 1945 


Divisions and Cities | Population 


Area No. 1 

City | 
Area No. 2 

City 

City 
Etc. 


Note: The cities would be listed under each Division, with the latter in heavy type. 
As this Table might prove bulky for some provinces its inclusion is considered 
optional. 














362 





CANADIAN JOURNAL OF PUBLIC HEALTH 


Births, Deaths and Marriages 
TABLE 3 


GENERAL SUMMARY OF BiRTHS, DEATHS, STILLBIRTHS AND MARRIAGES IN PROVINCE BY 
Divisions (OR STATISTICAL AREAS), CITIES, TOWNS AND MUNICIPALITIES OF 1,000 
POPULATION AND OVER, 1945 














Divisions Births Deaths 
— and q AllAges | Under 1 Year| Stillbirths Marriages 
owns sca ie incinerate Neel 
T|M|F/T|M|F T|M|F 
Divisions | 
cocecersseseees | 
eee tewat | 
Cities | | | 
pecensniceets? 
etpicisgads | | 
Total for Province | | 





Note: Cities and towns could be listed under each area, if preferred. 


TABLE 4 


NUMBER AND RATES OF BirTHS, DEATHS AND MARRIAGES, AND RATE OF NATURAL INCREASE, 
CovERING TEN-YEAR PERIOD. (RATES PER 1,000 PoPpULATION) 



































1935 | 1936 | 1937 | 1938 | 1939 | 1940 | 1941 | 1942 | 1943 


1944 








BIRTHS: 
Number 
Rate 





DEATHS: 
Number 
Rate 





Excess OF BIRTHS 
OVER DEATHS 
RATE OF NATURAL 
INCREASE 











MARRIAGES: 
Number 
Rate 





















Stillbirths 
TABLE 5 


NUMBER OF STILLBIRTHS, AND RATE PER 1,000 Live BirTHs, 
COVERING TEN-YEAR PERIOD 









No. of No. of Rate per 1,000 
Year Stillbirths Live Births Live Births 
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Marriages 
TABLE 6 
MARRIAGES BY CONJUGAL CONDITION OF CONTRACTING PARTIES, 
COVERING TEN-YEAR PERIOD 


Conjugal Condition Total No. Marriage 


Year Single |Widowed|Divorced| Of Marriages | Rate per 
stint irc esnnnia Caaiasaed 1,000 Pop. 
M;}F/M F | M/F 





| 


| 





Infant Mortality 
TABLE 7 


SELECTED CAUSES OF INFANT MortTAa.ity, COVERING FIVE-YEAR 
(oR TEN-YEAR) PERIOD 


| 


Cause of Death 1941 | 1942 | 1943 ) 1944 | 1945 





Bronchitis 
Bronchopneumonia 


Tota Live BrrtTHSs 
RATE PER 1,000 Live Brrtus.... 


Note: It is suggested that the Causes of Death be shown in two groups, the first being those 
causes in which there has been a marked decline over a period of time, and the second 
being those causes in which there has been little or no decline. 


Maternal Mortality 
TABLE 8 


SELECTED CAUSES OF MATERNAL MortTALity, COVERING A FIVE-YEAR 
(or TEN-YEAR) PERIOD 


Int. | 


List Cause of Death 1941 | 1942 


| 1943 | 1944 | 1945 
No. 





141 Abortion without Mention of In- 


@ | Abortion with Mention of Infec- | 


"FOCA Lave BIRT: . 65 0065 ci 
RATE PER 1,000 Live BrrTHs... 


Graph Showing Infant and Maternal Mortality Rates over Five-Year (or Ten-Year) Period. 
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Cause of Death 
TABLE 9 


THE TEN LEADING (OR SPECIFIED) CAUSES OF DEATH IN PROVINCE, 
COVERING TEN-YEAR PERIOD 





l : . , 
| Diseases of Cancer Diseases of Congenital 
the Heart the Arteries Malformations 


Yez bac ee ek ere eee 
No. of No. of No. of No. of 
| Rank | Deaths c Deaths Rank Deaths Deaths 


1935 








1936 
Etc. | | 


% of Rate per Rate per % of Rate per 
Total Total 1,000 


1935| 
1936 


Etc. | | | 

















Graph Showing Rates over Ten-Year Period for Ten Leading Causes. 


TABLE 10 


Four Curer CAUSES OF DEATH IN THE DIFFERENT AGE GROUPS IN 
THE PROVINCE, 1945 





l l % of Deaths Age 
Int. | | Deathsin | in Age Groups | Specific Death} Deaths from 


List Age Group and | Age Groups Due to Rates per Specified 
No. | Cause of Death | by Cause | Specified 1,000 Causes at 
| of Death | Causes Population 


Under 1 Yr. 

Total No. — 

. (Name of 
Each 
Cause) 


5. Other Causes 
1-4 Years 
Total No. 
. (Name of 
Each 
Cause) 








| 5. Other Causes 


Mortality from Notifiable Diseases 
TABLE 11 
MorTALITY FROM SELECTED NOTIFIABLE (OR COMMUNICABLE) DISEASES, 
COVERING FIVE-YEAR PERIOD 
| 
List Cause of Death 1941 | 1942 | 1943 | 1944 | 1945 
No. 


43a Actinomycosis........ | 
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TABLE 12 
TUBERCULOSIS MORTALITY, SHOWING NUMBER AND RATE PER 100,000 


POPULATION, COVERING TEN-YEAR PERIOD 

















Year Number Rate 
1936 | 
1937 
Etc. | 
TABLE 13 


CANCER Morta.ity, SHOWING NUMBER AND RATE PER 100,000 
POPULATION, COVERING TEN-YEAR PERIOD 








| | 
Year | Number Rate 
















1936 
1937 
Etc. | | 





Graph showing Tuberculosis and Cancer Rates over Ten-Year Period. 


TABLE 14 
CANCER MortTALITY SHOWING MAIN SitEs, AGE Groups AND SEx, 1945 








Int. | | Under 45 | 45-64 | 65 Years 
List | Main Sites | Total | Years Years | and over 
No. | | 
| | it~ else aaa ae 
oon am we _ —— | | | } 
45 | Buccal Cavity ......... | | 
eis acd bee e ease oa 
| Tora. | Dn Bok, Bese Pec ee 


TABLE 15 
CANCER MorTALITY SHOWING MAIN SiTEs, COVERING FIVE-YEAR 
(oR TEN-YEAR) PERIOD 
1942 | 1943 | 1944 | 1945 


Main Sites 1941 | 





45 | Buccal Cavity..... 
46 Digestive Tract and P eritoneum. 

Be aso. a 6 ate planes a ‘| | 
TOTAL. 





Accidental Deaths 
TABLE 16 
SELECTED ACCIDENTAL DEATHS BY SEX, AND RATE PER 100,000 PopuLation, 1945 
Int. 
List Cause of Death | Total | Male | Female Rate 
No. 













Ace ident i! Absorption of Poisonous Gas iS erpsh 


| Accidental Burns............ i Ree apace eed 

ee ge ee err rr | 

7 Air Transport Accidents. . 

TOTAL SpEct AL CLASSIFICATION OF ACCIDENTAL 
Deatus (Listed above)........ me 

ToraL AGCIDENTAL DEATHS... | 
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APPENDIX II 


TABLE PUBLISHED BY THE VITAL STATISTICS BRANCH OF THE DOMINION BUREAU OF STATISTICS 
SHOWING TABLES PUBLISHED IN THE ANNUAL REPORT WITH AN INDICATION OF THOSE 
PUBLISHED BY THE PROVINCES | 


Table No. indicates the number of the table in the 
Vital Statistics Annual Report of the Dominion 
Bureau of Statistics, 1942. 


Table No. 


27| General summary of births, deaths and marriages by 
| provinces and counties or census divisions 

28} General summary of births, deaths and marriages in 
cities, towns and villages of 1,000 population and 


| 
29| Births (exclusive of stillbirths) by months, classified 
as rural and urban for each province 


30) Total live births and live births in institutions show- 
ing the number of mothers non-resident in the pro- 


31| Total stillbirths and stillbirths in institutions showing 

the number of mothers non-resident in the province. 

32} Plural births classified to show number of. children 
born alive and stillborn by sex, for each province. . 

Births (exclusive of stillbirths) to resident and non- 
resident mothers and births in institutions in cities, 
towns and villages of 5,000 population and over... 

| Births (exclusive of stillbirths) classified as legitimate 
or illegitimate, by provinces and for cities, towns 
and villages of 5,000 population and over. 

Births (exclusive of stillbirths) classified according to 
ages of parents (Canada and provinces) 

| Births (exclusive of stillbirths) classified according to 

racial origin of parents (Canada and provinces) ... 

| Legitimate births (exclusive of stillbirths) classified 
according to age and racial origin of mothers (Can- 
ada only) 

Births (exclusive of stillbirths) classified according to 
birthplaces of parents (Canada and provinces). ... 

Legitimate births (exclusive of stillbirths) classified 
according to age and birthplace of mothers (Canada 
only) 

Order of birth of legitimate children born in (year) 
(including stillborn children) by age of mother and 
by provinces 














Infant Mortality 


Deaths of children under one year (exclusive of still- 
births) by months classified as rural and urban for 
each province 

Total deaths (exclusive of stillbirths) and deaths in 
institutions of children under one year of age show- 

| ing the number non-resident in the province. ; 

| Total deaths (exclusive of stillbirths) and deaths in 

institutions of children under one year of age classi- 

fied according to residence of decedents in cities, 
towns and villages of 5,000 population and over... 
| Deaths of children under one year (exclusive of still- 
births) by age at death, by provinces............ 
5| Deaths of children under one year of age (exclusive of 
| stillbirths) classified according to racial origin of| 
decedents, by provinces........... 








1Population, 4,000 and over. 
Key: a—Tables published in Provincial Reports. 
b—Tables supplied to the provinces, but not published in Provincial Reports. 
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Appendix II—Continued 


TABLE PUBLISHED BY THE VITAL STATISTICS BRANCH OF THE DOMINION BUREAU OF STATISTICS 
SHOWING TABLES PUBLISHED IN THE ANNUAL REPORT WITH AN INDICATION OF THOSE 
PUBLISHED BY THE PROVINCES 


Table No. indicates the number of the table in the 
Vital Statistics Annual Report of the Dominion 
Bureau of Statistics, 1942. 


Table No. 


| _ | 

Deaths of children under one year of age (exclusive of | | 
stillbirths) classified according to birthplaces of 
parents (Canada only) 

Deaths of children (exclusive of stillbirths) from cer- 
tain specified causes in first year of life by sex and 
calendar month of death (Canada and provinces). . 

Deaths of children (exclusive of stillbirths) from cer- 
tain specified causes in first year of life, by sex and 
age at death (Canada and provinces)............ 


General Mortality 


Total deaths(exclusive of stillbirths) by months, classi- 
fied as rural and urban for each province 
Total deaths (exclusive of stillbirths) and deaths in 
institutions showing the number non-resident in the 
province 
Total deaths (exclusive of stillbirths), and deaths in 
institutions classified according to residence of de- 
cedents, in cities, towns, and villages of 5,000 popu- 
lation and over 
Deaths (exclusive of stillbirths) by single years of age 
and by age groups (Canada by provinces) 
Deaths (exclusive of stillbirths) classified according to 
racial origin of decedents (Canada by provinces). . 
Deaths (exclusive of stillbirths) classified according to 
birthplace of decedents by provinces and for cities, 
towns and villages of 10,000 population and over. . 
Deaths (exclusive of stillbirths) classified according to 
birthplaces of parents of decedents (Canada only). 











Causes of death for each sex a ouiianea condition, 
nativity and month of death (Canada only) 


Causes of death by sex and age(Canada and provinces) 
Causes of death by sex in cities of 40,000 and over .. 








Marriages 


Marriages by months (Canada by provinces)....... 

Marriages—Conjugal condition of contracting parties, 
by provinces 

Marriages—Ages of bridegrooms and brides (Canada 
ee UN os onc on wi etwacnuns weeded ces 

Marriages—Birthplaces of bridegrooms and _ brides 
CC GE CINE CROUINCEOY iio. k ds caceess iueeesns 

Marriages—Denominations of contracting parties 
(Canada and provinces) 











Births and Deaths amongst the Indian 
Population 




















A} Births of Indians (exclusive of stillbirths) by months 
Ne IN soso ke wdic Vania sakeces sameness blialiaia 

B| Births of Indians (exclusive of stillbirths) classified as| oa 
legitimate or illegitimate, by provinces...........| | | | | bialaia 


1Population, 4000 and over. 
Key: a—Tables published in Provincial Reports. 
b—Tables supplied to the provinces, but not published in Provincial Reports. 
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Appendix II—Continued 


TABLE PUBLISHED BY THE VITAL STATISTICS BRANCH OF THE DoMINION BUREAU OF STATISTICS 
SHOWING TABLES PUBLISHED IN THE ANNUAL REPORT WITH AN INDICATION OF THOSE 
PUBLISHED BY THE PROVINCES 


Table No. indicates the number of the table in the 
Vital Statistics Annual Report of the Dominion 
Bureau of Statistics, 1942. 


Births of Indians (exclusive of stillbirths) classified 
according to ages of parents (Canada only) 
Stillbirths of Indians by age of mother and legitimacy 
| _ of child, by provinces 
Deaths of Indian children under one year (exclusive 
of stillbirths) by months and provinces 
Deaths of Indian children under one year (exclusive 
of stillbirths (by age at death in each province)... 
Deaths of Indian children (exclusive of stillbirths) 
from certain specified causes in first year of life for 
CON ROR DY: ION OOR os 0 ok wie ss 90 os.8ns Kawase 
Total deaths of Indians (exclusive of stillbirths) by 
COTCTAG CINE PO OVINIES 656555 oo a on aves ca thee owes 
Deaths of Indians (exclusive of stillbirths) by age at 
death in each province 
| Causes of death of Indians by sex in each province... 
| Causes of death of Indians by sex and age (Canada 


tt! wo OO] Table No. 


x Q) 


ae 








ime 


| Deaths classified according to whether decedent had 
medical attendance or not, by provinces 








Number of cases of certain notifiable diseases reported 
in Canada by provinces, during each month 








Key: a—Tables published in Provincial Reports. 
b—Tables supplied to the provinces, but not published in Provincial Reports. 





STUDIES OF THE SEROLOGY OF TYPHUS FEVER 
FRANKLYN O. WISHART! and M. ELIZABETH MALCOMSON? 


I. Complement-Fixing Antigens of Rickettsiae Prowazeki and Their Relationship 
to Proteus OX19 


ores investigations of the serology of typhus fever by in vitro methods, to be 
described in this series of three papers, were undertaken in the spring of 
1942. A larger project of typhus research and vaccine production had been 
commenced by Dr. James Craigie considerably earlier and the present studies 
were designed to dovetail into and complement this larger program. Apart 
from the not unlikely impingement of typhus fever on military affairs and the 
consequent urgency for information for such possible contingencies, the serology 
of typhus fever presented a number of interesting and challenging -problems. 
The most fundamental requirement was a working knowledge of the antigenic 
structure of the rickettsiae. Such information appeared to be a necessary pre- 
requisite for the determination of antibody patterns in disease and following vac- 
cination. It seemed possible that the serological cross-reactions between epi- 
demic and murine types of rickettsiae and the relationship of these to Proteus 
OX19 strains might be clarified to practical advantage in terms of more accurate 
and specific procedures for the diagnosis and differentiation of typhus infections. 
In this paper results are presented of the antigenic analysis of epidemic and 
murine rickettsiae and their relationship to Proteus OX19 as determined by 
complement-fixation studies of appropriately absorbed sera. The complement- 
fixing antibody response to the different antigens of the rickettsiae demonstrated 
by the antigenic analysis is reported in the second paper and includes observations 
on sera of infected and of vaccinated humans and animals. The third paper 
records results of Weil-Felix tests with sera from typhus patients and vaccinated 
persons as well as complement-fixation results with Proteus OX19 antigen. 
That bacterial and viral agents may possess a multiplicity of antigens and 
that these may differ in their heat-lability is a well-recognized phenomenon. 
Thus, Craigie and Wishart (7) and Bedson (1) found a labile and stable antigen 


in vaccinia and psittacosis viruses respectively. In addition to the previously 
known stable “O” antigen of E. typhosa, Felix and Pitt (8) described the “Vi” or 
heat-labile somatic antigen. As early as 1924, Breinl (2) produced evidence of 
a stable antigen in R. prowazcki by the inoculation of animals with infected louse 
triturate heated at 60°C. and 100°C. The sera of these animals agglutinated 


Contribution from the Connaught Medical Research Laboratories and School of 
Hygiene (Department of Hygiene and Preventive Medicine), University of Toronto, 
Toronto, Ontario, with financial assistance from the National Research Council of Canada. 

1Associate Professor of Hygiene and Preventive Medicine, Faculty of Medicine, Uni- 
versity of Toronto. 

2Technical Assistant, Connaught Medical Research Laboratories. 
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Proteus OX19 suspensions. Castaneda and Zia (5) recorded the existence of 
a heat-labile antigen in R. prowazeki. Craigie, Watson, Clark and Malcomson 
(6) have reported, in a joint study, on the antigenic relationships of murine and 
epidemic typhus rickettsiae. Part of the work to be described here is dealt with 
in their study but the present account records fuller and more extended observa- 
tions on the complement-fixing antigens. 


MATERIALS AND METHODS 


Strains of R. prowazeki. Yolk sac preparations of Breinl and Madrid No. 4 
epidemic type and of Castaneda murine type were used. 

Sera. The sera used in this investigation were obtained from humans and ani- 
mals, vaccinated or convalescent. All sera were inactivated in a water bath at 
56°C. for 45 minutes. 


ANTIGENS 


I. Soluble antigens: The supernatant fluid obtained by the centrifuga- 
tion at 4,000 r.p.m. of monovalent typhus vaccine stocks processed with ethyl 
ether (8 ) was used in the preliminary experiments. 

II. Type-specific antigens: Rickettsiae were centrifuged from crude yolk 
sac suspensions, purified by treatment with a minimal quantity of ethyl ether 
(8), washed several times in saline, and finally resuspended in 0.1 per cent 
formal saline. As noted by Plotz (15), the specificity of such antigens decreased 
on storage in the refrigerator but could be restored by further washing in saline. 

Iii. Common antigen: Antigen used for titrating common antibody was 
of two kinds—(a) soluble antigen heated at 65°C. for 1 hour, (b) washed 
rickettsiae heated at 65°C. for 1 hour. The rickettsiae were those deposited in 
the preparation of soluble antigen. They were suspended in saline containing 
0.5 per cent formalin and subjected to further purification with ether. 

IV. Proteus OX19: The 18-hour growth from agar slopes was washed off 
with saline that contained 0.1 per cent formalin. 


COMPLEMENT-FIXATION TECHNIQUE 


The complement-fixation test was based on the method used by Plotz and 
Wertman (14) in the study of Rocky Mountain spotted fever, using 0.25 cc. 
of antigen and twofold serial dilutions of serum, with 0.5 cc. of complement 
containing two units. The optimal antigen dosage was used and was ascertained 
by cross-titrations using varying dilutions of both serum and antigen. In the 
later part of the work, this method was compared with that of Plotz (13) in 
which 4 units of serum (4 times the titre) were used to determine 2 units of 
antigen (twice the titre). The antigen dosage arrived at was the same by either 
method. For soluble antigens (supernatants) a dilution of 1:25 to 1:100 final 
represented the optimal antigen dosage. In the case of rickettsial suspensions 
the optimal dosage approximated 0.004 to 0.006 mg. of rickettsiae, dried 
weight, per cc. (estimated by Dr. D. W. Watson). 
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Controls 


Standard known negative and known positive sera for each antigen were 
employed with each day’s test. Control tubes of the three lowest dilutions of each 
serum (which contained 0.25 cc. of saline in place of antigen) were used to 
detect anticomplementary activity of the sera. Antigen-complement controls, 
containing 2, 1, and 0.8 units of complement to show the actual amount of 
complement free at the time of completion of the test, were set up with each anti- 
gen. In the later part of the experimental work, when type-specific antigens 
were used, each antigen was tested with a homologous serum to prove that it 
would react to the usual titre, and with a heterologous serum with a high common 
antibody titre to demonstrate the specificity of the antigen. Fixation was allowed 
to take place at 4°C. overnight. A three per cent suspension of red blood cells 
was sensitized with three M.H.D. of haemolysin in an equal volume of saline and 
0.5 cc. amounts distribute’. The tests were read after 30 minutes in a water 
bath at 37°C. Three or four-plus fixation was read as positive. 


Quantitative Absorption Technique 

The rickettsiae used for absorption were those deposited by centrifugation 
of vaccine stocks in an angle head. The supernatant was removed and the ricket- 
tsiae diluted to the concentration of an arbitrary standard containing approxi- 
mately 0.2 mg. of rickettsiae (dry weight) per cubic centimeter (estimated by 
Dr. D. W. Watson). One cubic centimeter of suspension standardized in this 
way was called one absorbing unit. Equal amounts of serum, usually in a 1: 6.25 
dilution, were added to tubes containing the required units of rickettsiae sepa- 
rated by centrifugation from the standard suspension. In every test a control 
serum, unabsorbed, was prepared with the test sera and treated similarly 
throughout except that the rickettsiae were not present. After the serum dilution 
and the rickettsiae had been intimately mixed, using Wright’s pipettes, absorption 
was allowed to take place at room temperature, with frequent agitation, for 2 
hours, followed by overnight storage at 4°C. The rickettsiae were then removed 
by centrifugation of the mixture and the resulting sera titrated for residual 
antibodies. 


EXPERIMENTAL 
Experiment I 


In this preliminary experiment, pooled sera from vaccinated guinea pigs 
were used. The absorbing antigen was epidemic rickettsiae which had been 
heated at 65°C. for 1 hour. The results are shown in Table I. 

It will be noticed that for both epidemic and murine serum the titre with 
homologous antigen is higher than that with heterologous or heated antigens. 
This finding alone suggests the presence of an antibody specific for homologous 
antigen, since all antigens were used at their optimal dilution. A second anti- 
body is then indicated, occurring in this case, to a lower titre and measurable by 
either homologous heated or heterologous unheated antigen. 


That this is actually the case is evident in that absorption with heated epi- 
demic rickettsiae removed the antibody responsible for the cross-reactions and 
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for reactions with heated antigen from both epidemic and murine serum. Au 
antibody which reacted only with homologous unheated antigen remained. 
While complete reciprocal cross-absorption was not carried out in this experi- 
ment, the results indicated that there is an antigen stable at 65°C. which is com- 
mon to both types of rickettsiae, and that there is, with both types of serum, an 
antibody left behind which will react only with the homologous unheated antigen. 


TABLE I 
ABSORPTION WITH HEATED RICKETTSIAE 







































| a Titre with Soluble Antigens 
Serum Treatment of Serum ——S— 
Epidemic | Epidemic—65°C. Murine 
None 1: 400 1: 100 1: 100 
Vaccinated = |—H A _acursioec_— iy cccccr —— 
Guinea Absorbed with Epidemic 1: 200 <1: 25 <1: 25 
Pigs Rickettsiae 65°C. 
Epidemic 
Vaccinated None 1: 200 1: 200 1: 800 
Guinea Saeleeneesi cee aS aCG AI ETE Sean ee nae Cn aE ee nee 
Pigs Absorbed with Epidemic <1: 25 <1: 25 1: 400 
Murine | Rickettsiae 65°C. | 
| 








Experiment II 





Following this preliminary absorption experiment, a further study was made 
employing convalescent guinea pig sera and using increasing absorbing doses of 
both homologous and heterologous rickettsiae—1 unit, 2.5 units, 4 units and 8 
units. The antibodies which remained after absorption, as measured by comple- 
ment-fixation tests, are shown in Table II. 

It is apparent that absorption with homologous antigen removed all anti- 
bodies from the serum. Absorption with the heterologous antigen had no effect 
on the titre for homologous antibody after an initial reduction which, presum- 
ably, was due to the removal of common antibody from the serum, leaving only 
specific antibody. In other words, the sera contained two antibodies—a specific 
antibody that was removed only by absorption with the homologous type of anti- 
gen, and a second, which is designated “common antibody”, which was absorbed 
by either homologous or heterologous rickettsiae. These results confirm the 
existence of an antigen common to the two types of rickettsiae and of a second 
antigen which is specific in each type. In the two strains of epidemic rickettsiae 
employed, the specific antigen appeared to be identical. 














Experiment III 





In order to obtain further information on the antigens indicated in the 
experiments reported above, several investigations were carried out. 

(a) The thermostability of the antigens was measured in three ways—by 
their fixation of complement, by their ability to elicit the production of comple- 
ment-fixing antibodies in guinea pigs, and by their capacity to absorb these anti- 
bodies. For this purpose, soluble antigens and rickettsial suspensions were 
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TABLE Il 


ABSORPTION WITH INCREASING AMOUNTS OF ANTIGEN 
SOLUBLE TEST ANTIGENS 





Complement-Fixing Titre of Serum 


Serum Treatment of Serum Breinl Madrid Murine 
Soluble Soluble Soluble 
Antigen Antigen Antigen 
Not absorbed 1: 1600 | 1: 1600 1: 1400 
Absorbed 1 unit 1: 200 ‘ : 100 
Breinl pooled | with 2.5units | <1:100 : 100 
convalescent | Breinl 1: 25 : 2f $25 
guinea pig (a a I 
serum Absorbed 1 unit : 800 : 100 
with 2.5 units : 800 : 100 
Murine _— : 800 : : 50 
es : 800 : 50 








Not absorbed : 800 : | : 3200 








| Absorbed 1 unit : 400 | 1: 1600 

Murine pooled | with 2.5 units : 200 — 

convalescent | Murine — : 100 a3 1: 200 
guinea pig ~~” : 50 1: 50 

serum 
Absorbed 1 unit : 200 
with 2.5 units 
Breinl Se * 
> : 50 











Not absorbed 


Absorbed 1 unit 
with 8 units 
Madrid pooled Madrid 
convalescent 
guinea pig 
serum 





Absorbed 1 unit 
with 8 units 
Breinl 


| 





| Absorbed — -1 unit 
with 4 units 
| Murine _ 











— Not tested. 


heated for periods of one hour in the water bath at temperatures ranging from 
56°C. to 100°C. and temperatures over this level were attained in the autoclave. 
A summary of the result obtained by measurement in the ways indicated is 
presented in Table III. 


TABLE III 


SUMMARY 
THERMOSTABILITY OF ANTIGENS 


“ie Temperature of Destruction of 
For Use for 
Labile Antigen Stable Antigen 


| 
Complement Fixation... . 60°C. 120°C. 





Antibody Production Bs | 120°C. 


Absorbing Antigen a 120°C. 





CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 37 

These experiments demonstrated that the labile antigens of epidemic and 
murine rickettsiae are inactivated at 60°C. Variable results were observed at 
56°C. The stable antigen of each type was not destroyed until temperatures over 
100°C. were reached. 

(b) To investigate the identity of the stable antigens of epidemic and murine 
types of rickettsiae, cross-absorption studies with heated antigens were carried 
out. Similar antigens, at suitable dilutions, were used for testing the absorbed 
sera and the results are presented in Table IV. 


TABLE IV 
IDENTITY OF HEAT-STABLE EPIDEMIC AND MuRINE ANTIGENS 


| 


Serum Titre with the Following Antigens 
Madrid 


| Treatment 


Serum | of Breinl Murine Breinl Murine Madrid 


Breinl 
Conval- 
escent 
Guinea 
Pig 
Serum 


Murine 


Conval- |— 


Absorbed 


escent 
Guinea 
Pig 
Serum 


Madrid 


Conval- 


escent 
Guins a 
Pj 

ip 
Serum 


| Serum 
; 
None 


Absorbed 


with 
4 Units 
E 65°C. 


with 
4 Units 
] uM 65°C. 


s cpeasneninnlsapieil 
Absorbed 
| 


with 
4 Units 
C 65°C. 
| None 
Absorbed | 
with 
4 Units 
E 65°C. 


with 
4 Units 
M 65°C. 





with 
4 Units 


C 65°C. ! 


al 





Absorbed 


Absorbed 





Specific 


1: 400 


<1: 


None | 1: 1600 


Absorbed | 


with 
$ Units 
E 65°C. 


<1: 50 


| 





Specific a 
<1: 50 


Specific 
—1:400_ 


<1: 50 


1: 1600 


1: 400 <1: 50 


1: 400 <1: 50 


1:400 |<1:50 


1: 1600 


65°C. 





65°C. 
1: 400 2 





65°C. 
1: 400 


<1: 50 


<1: 50 


1: 1600 





1: 1600 





Absorbed | 


with 
4 Units 


|_M 65°C. | 


Absorbed | 


with 
4 Units 
ee 65°C. 


1: 1600 


1: 1600 


I< 1: 50 


1: 1600 


| 





1: 1600 








E—Brei inl epidemic strain. M—Castaneda murine strain. C—Madrid epidemic strain. 
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It is apparent from Table IV that the heat-stable antigens of the 1 murine and 
2 epidemic strains of rickettsiae tested are identical. 


Experiment IV 


This experiment is similar to Experiment II except that in place of soluble 
antigens, type-specific rickettsial antigens were used. Suitable sera were 
absorbed with increasing doses of heated and unheated rickettsiae and residual 
antibodies measured as shown in Table V. 


given in Figure I. 


A diagrammatic presentation ‘s 


TABLE V 
ABSORPTION WITH INCREASING AMOUNTS OF ANTIGEN 
LABILE AND STABLE TEST ANTIGENS 


Serum 


| . se rye a 
| Complement-Fixing Titre of Serum 


Treatment of Serum 





Epidemic 
Convalescent 
Guinea 

Pig 

Serum 


Murine 
Convalescent 
Guinea 

Pig 

Serum 





Not absorbed 


Absorbed 
with Epidemic 
rickettsiae 


Absorbed 
with Murine 
rickettsiae 


Absorbed 
with Epidemic 
(65°C.) 
rickettsiae 


1 unit 
23 units 
4 units 


1 unit 
23 units 
4 units 


| Epidemic 
| Specific 
| Antigen 


100 
50 
50 


| 


l: 
is 
Is 


< 
< 


1: 1600 
: 1600 


| 1: 1600 


: 1600 


Murine 
Specific 
Antigen 


—_ 


: 50 
: 50 
: 50 
: 50 


— mt et 


: 50 
: 50 
: 50 


_— i 


Heat Stable 
65°C. 
Antigen 
1: 800 
: 50 
: 50 
: 50 
: 100 
: 100* 
: 100* 





1 unit 
23 units 
4 units 


Absorbed 


with Murine 
(65°C.) 


1 unit 
2} units 
4 units 


Not absorbed 


Absorbed 
with Epidemic 


Absorbed 
with Murine 
Absorbed 
with Epidemic 
(65°C.) 
Absorbed 
with Murine 
(65°C.) 


1 unit 


2} units 


1 unit 


1 unit 
23 units 
4 units 
1 unit 
2} units 


“3 


: 1600 
: 1600 
: 1600 


: 1600 
: 1600 
: 1600 





AAA| AAA| AAA| A 


AAA 


a ad os Exide ian 0 ote 





se 





: 50 
: 50 
: 50 


*Serum anticomplementary at this level. 


Homologous antigen, as would be expected, removed all antibodies from the 
serum. Absorption with heated or heterologous antigen left in the serum an 
antibody which could be measured only by the homologous specific antigen. This 
antibody was not progressively diminished by increasing absorbing doses of 


heated or heterologous antigen. These findings support the conclusion that 
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Murine Convalescent Serum Murine Convalescent Serum 
Absorbed with Epidemic Absorbed with Murine 
Rickettsiae ¥ Rickettsiae 


> 
: ‘ : Oo 
pace eee a se se 


Murine Convalescent Serum 
Absorbed with Heated (65°C. ) 
Murine Rickettsiae 


--e -----@e 





Ficure I 


bsorption with increasing amounts of Antigen; Labile and Stable Test Antigens. 
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Epidemic Convalescent Serum Epidemio Convalescent Serum 
Absorbed with Epidemic Rickettsiae Absorbed with Murine Rickettsiae 


Serum 
ant icomplementary 





a ee ae 


0 1 
Units of absorbing suspension Units of absorbing suspension 


Epidemic Convalescent Serum Epidemic Convalescent Serum 
Absorbed with Heated (65°C.) Absorbed with Heated (65°C,) 
Epidemio Rickettsiae Murine Riokettsiase 


cs 
a 
fs) 
a 
we 
o 
Fe 
ee 
& 


———___4___6—_. ____9 





Serum 
anticomplementary 


@——® 
- 4 441: 50 
3 + 0 3 4 
Units of absorbing suspansion Units of absorbing suspension 
o——e Titre for Epidemic Specific Antigen 


o- —--¢ Titre for Murine Specific Antigen 
*x——-x Titre for Heat Stable Antigen 


Ficure I (continued) 


Absorption with increasing amounts of Antigen; Labile and Stable Test Antigens. 
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there are two major antigens in R. prowazeki, one of which is heat-stable and 
identical in the epidemic and murine types, and a second which is heat-labile and 
specific for each type. 


Antigenic Relationship of the Rickettsiae to Proteus OX19. 
Experiment V 


Anti-proteus rabbit serum and human convalescent typhus serum were 
quantitatively absorbed with heated and unheated rickettsiae and with Proteus 
OX19. The residual antibodies were measured by complement fixation using 
specific and common rickettsial and Proteus OXI9 antigens as shown in Table 
VI. 

TABLE VI 


RELATIONSHIP OF PROTEUS OX19 TO RICKETTSIAE PROWAZEKI 


Serum Titre with the Following Antigens 
Treatment of 
Serum Serum Epidemic Murine Common OX19 
Specific Specific 65°C. - 


None <1: 25 <1: 25 1: 200 1: 3200 


Absorbed 


M 65°C. <1:25 <1: 25 : 50 1: 3200 
2 Units 


Absorbed 
OX19 
2 Units 


None 


Absorbed 
Epidemic 
Human 2 Units 
Convalescent |———— 
Serum Absorbed 
Murine 
2 Units 


Absorbed 
M 65°C. 
2 Units 

Absorbed 
OX19 
2 Units 


*Serum anticomplementary. 








No difficulty was encountered in these experiments in obtaining fixation of com- 
plement with Proteus OX19 in the presence of typhus serum, in contrast to 
many reports of failure in this regard in the literature. The antibody in humaa 
convalescent typhus serum which reacted with Proteus OX19 could be removed 
by any of the absorbing antigens, but the rickettsial titres of the serum were not 
influenced by absorption with Proteus OX19. On the other hand, complement 
was fixed in anti-proteus rabbit serum when heat stable rickettsial antigens were 
used but not with type-specific rickettsial antigens. The antibody responsible 
for this reaction was removed by absorption with rickettsial or Proteus OX19 
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antigens, but the titre for the latter was not affected by absorption with the 
rickettsiae. 

These results suggest the presence of double receptors in the stable fraction 
of the rickettsiae and also in Proteus OX19. In each organism there is a recep- 
tor common to Proteus OX19 and epidemic and murine rickettsiae. In the pro- 
teus organism there is a second receptor which is not concerned with reactions in 
anti-typhus serum. In the stable rickettsial antigen there is a receptor which is 
common to epidemic and murine rickettsiae but is not shared with Proteus OX19. 


DIscusSsION 


When serum from a vaccinated or convalescent human or animal is absorbe1 
with homologous antigen, all antibodies are removed. When such serum is 
absorbed with heated homologous antigen or with heterologous antigen either 
heated or unheated, an antibody remains in the serum which reacts only with the 
unheated homologous antigen and is not progressively diminished by increasing 
absorbing doses of heated or heterologous antigens. This would indicate the 
presence of a type-specific antibody. The antigen which is acted upon by this 
antibody is destroyed at 60°C. and can, therefore, be regarded as a type-specific 
labile antigen. Serum absorbed in this way loses the ability it had in the unan- 
sorbed state of fixing complement with heated homologous antigen or with 
heterologous antigen heated or unheated. The antigen which reacts with this 
second antibody is present in both epidemic and murine rickettsiae, is not des- 
troyed by heating at 100°C. for a period of one hour, but is destroyed at 120°C. 
for a similar period. That this heat-stable antigen is identical in one strain of 
murine and at least two strains of epidemic rickettsiae is confirmed by the cross- 
absorption of Experiment III (b). 

The development of rickettsial antigens which react only with homologous 
sera—Plotz (12)—represents an important advance. The study of antibody 
patterns following vaccination and disease and the laboratory differentiation ct 
epidemic and murine infections are greatly facilitated. This phase of the subject 
will be dealt with in a following paper. 

The preparation of type-specific antigens presented some difficulty. Ordi- 
nary ether-processed vaccine stocks, even after washing as many as five times in 
saline, as recommended by Plotz, Wertman and Bennett (15), proved unsuit- 
able. Investigation of the several factors involved, previous treatment of the 
rickettsiae, amount of ether used in processing, speed of centrifugation and effect 
of freezing, led to the method already described in which crude yolk sac sus- 
pensions were processed with a minimal quantity of ether and washed several 
times in saline. While we found the method of processing important, there are 
other possible influences to consider. Plotz, Wertman and Bennett (16) present 
evidence of a change in the virus on laboratory manipulation in the direction of 
increased specificity. Also, it may well be that different strains differ quantita- 
tively in their antigenic make-up. 

The conception of the antigenic structure of the rickettsiae outlined above 
is at variance with some other views. It has been widely held that the difference 
between epidemic and murine types is merely quantitative. Others have sup- 



















380 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 37 


ported the suggestion that the antigens of one type might be more complete or 
complex than those of the second. Both of these views were based on unsatis- 
factory experimental evidence and neither can be entertained at present in the 
light of fuller investigations. Recently, Shepard (17) and Fulton and Begg (10) 
have suggested more complex theories of the antigenic structure of the 
rickettsiae involving the formation of a cocto-antigen from the rickettsiae 
by heating. No evidence of such an antigen with a new specificity was en- 
countered in the present study. In our experience, antibody for the heat- 
stable antigen was present in sera from convalescent and vaccinated individuals 
and heated or unheated antigen (non-specific) fixed complement with this anti 
body interchangeably. Likewise, this antibody could be absorbed by either 
heated or unheated antigen. How an antibody could be formed as a result ot 
disease or vaccination to react with an antigen of a new specificity acquired by 
heating is unexplained. 

Kligler and Olejnik (11) have suggested that not only are the epidemic and 
murine types different but that there are antigenic differences between strains 
within a type. No evidence of this was encountered in this study, but only one 
murine and two epidemic strains of rickettsiae were used. The difference noted 
by these workers between their strains could be explained by quantitative vari- 
ations in the content of common and specific antigens. This is a matter which 
merits careful investigation. 

Castaneda and Zia (5) and Castaneda (3, 4) studied the relationship 
between Proteus OX19 and the rickettsiae of typhus fever by agglutination and 
precipitation techniques respectively. They concluded that there is an antigenic 
factor common to these two organisms which accounts for the Weil-Felix reaction. 
Their view is borne out by the present study in which the complement-fixation 
reaction was employed. The fixation of complement by Proteus OX19 in typhus 
serum has been reported by some workers and failure to obtain fixation reported 
by others. No difficulty was encountered here in obtaining fixation. An anti- 
genic factor common to typhus rickettsiae and Proteus OX19 was readily demon- 
strable in tests with typhus and anti-proteus sera. In the case of the rickettsiae, 
this antigen is contained in the stable fraction common to epidemic and murine 
organisms. This result was to be expected, since both epidemic and murine sera 
contain antibodies which react with Proteus OX19. No antibody measurable 
by the type-specific rickettsial antigens was found in anti-proteus sera. 


SUMMARY AND CONCLUSIONS 

Epidemic and murine types of R. prowazeki each possess a specific comple- 
ment-fixing antigen labile at 60°C. 

They share in common a complement-fixing antigen that is stable at 100°C. 
but is destroyed at 120°C. 

The stable antigen contains two components. One is concerned only with 
rickettsial reactions. The other is shared by epidemic and murine rickettsiae and 
Proteus OX19. 

The Proteus OX19 organism contains, in addition to this shared antigen, an 
antigen which is concerned with reactions in Proteus anti-serum, but not in anti- 
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typhus serum. The presence of an antigen common to R. prowazeki and Pro- 
teus OX19 indicates that the Weil-Felix reaction is a specific immunological 
reaction. 

A method of preparing rickettsial suspensions to give type-specific comple- 
ment fixation has been described. 
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THE TWENTY-FIFTH ANNIVERSARY OF THE 
DISCOVERY OF INSULIN 


AS PART of the ceremonies marking the twenty-fifth anniversary of the dis- 

covery of Insulin, the University of Toronto tendered a Commemoration 
Dinner in the Great Hall, Hart House, on September 16th, the day on which, 
twenty-five years before, the first report of the discovery was made. It was most 
fitting, too, that the American Diabetes Association should hold its annual meeting 


in Toronto and join in marking this great occasion. In Great Britain, the 
British Diabetic Association also observed the anniversary, and the Silver 
Tubilee Number of The Diabetes Journal contains tributes to the memory of Sir 
Frederick Grant Banting and to Professor Charles Herbert Best. 

The discovery of Insulin was one of the greatest medical advances. It is 
almost impossible to express what the discovery has meant in relieving human 
suffering and in bringing to many millions the opportunity to live a useful life. 
Few in the world of medicine can speak with such authority, and with such 
appreciation of the problem of diabetes and the value of Insulin, as Dr. E. P. 
Joslin. In a recent address he said: “In the United States there are now 1,000,000 
diabetics, and competent authorities state there are living about 4,000,000 indi- 
viduals who will develop it before they die. One in four of the population has 
a diabetic relative. Diabetes ranks seventh among diseases as a cause of death, 
and the number who die with it, but not of it, is half again as many more. Soon 
it will outstrip tuberculosis and pneumonia, and then there will be left only cancer 
and arteriosclerosis in the heart, brain and kidneys to surpass it.” 

Members of the University staff, members of the American Diabetes Associ- 
ation and other outstanding physicians and scientists from all parts of the world 
were thrilled as they listened to the tributes to Sir Frederick and Dr. Best. Pre- 
siding at the dinner was Dr. Sidney E. Smith, President of the University, and 
the speakers included the Chancellor of the University, the Honourable Dr. H. J 
Cody; Dr. David P. Barr, President of the American College of Physicians ; 
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Dr. Edward L. Bortz, of the American Medical Association; Dr. C. J. Mac- 
kenzie, President of the National Research Council of Canada; Dr. Eugene L. 
Opie, of the Rockefeller Institute, New York; Dr. R. D. Lawrence, President 
of the British Diabetic Association; Dr. B. A. Houssay, of Argentina; Dr. H. C. 
Hagedorn, of Denmark; and Dr. E. P. Joslin, of Boston. Dr. Joseph H. Barach, 
President of the American Diabetes Association, told of the Association’s custom 
of presenting the Banting Medal each year to mark the most significant contri- 
bution to the study of diabetes, and of the Association’s desire this year to present 
the medal to four of the guests, whose work is so well known: Dr. Hagedorn, 
Dr. Houssay, Dr. Lawrence, and Dr. Opie. A plaque bearing the design was 
presented to President Smith for the Faculty of Medicine, to be a permanent 
remembrance of this great occasion. 

The address by the Chancellor of the University, Dr. Cody, expresses admir- 
ably the greatness of the discovery and of the work of Dr. Banting and Dr. Best. 


Following a special request, it is presented herewith as a most fitting tribute to 
mark the twenty-fifth anniversary of the discovery of Insulin*. 


ADDRESS 


THE HON. and REV. H. J. CODY, C.M.G., LL.D. 


President Emeritus and Chancellor 
University of Toronto 


iy is my privilege to offer words of welcome to those specialists in the field of 

diabetes who have come to Toronto from far and near to celebrate the twenty- 
fifth anniversary of the discovery of Insulin in the Laboratories of this Uni- 
versity. We are commemorating not a victory of destruction, but an amelior- 
ation of human suffering. We are expressing the gratitude of millions to their 
benefactors. Leaders in the healing art have come from all parts of the United 
States and of Canada. Dr. Hagedorn of Denmark, Dr. Houssay of Buenos 
Aires, and Dr. Lawrence of London, are here; their very presence reminds us of 
their services in this great cause and illustrates the power of science to overleap 


all national barriers. The University of Toronto is proud to greet you. 


It 
should be the Mecca of all who are interested in diabetes. 


For the name that is 
prominently linked with this striking discovery is that of Frederick Grant Bant- 


ing, a graduate of this university; and his colleagues in the group who laboured 
with him were fellow-graduates of the same Alma Mater. 

My first meeting with Dr. Banting was at the hospitable home of Dr. 
Herbert A. Bruce, who was a staunch friend in early days, when such friendship 
counted for much. 

Banting was born in the Ontario countryside, not far from the birthplace of 
another great Prince of Medicine, Sir William Osler. His natural inheritance 
was the combination of hard work, a clear brain, good health, “plain living and 
high thinking”. Of his mother he wrote me after her death: “Few sons owe so 


*This and the other addresses, together with the proceedings of the sessions, will be 
published in the Twenty-fifth Anniversary Volume of the American Diabetes Association. 
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much to a mother.” In time he made his way to the Medical Faculty of this 
University, and as a student was specially interested in the physical and chemical 
bases of medical training. On graduating in 1917, he forthwith entered the Army 
and went overseas. He won the Military Cross. On his return to Canada, after 
a short term of practice in London, Ontario, he came back to his Alma Mater 
with an idea and a request for the facilities to try its value. From the outset, he 
had that spirit of research which is compounded of insatiable curiosity, the imagi- 
nation to form a hypothesis, the patient will to test it by experiment, and ‘the 
dogged determination to see it through. His creative idea was vindicated by the 
result—the discovery of Insulin. He has himself told the story of those early 
difficult days, in the Cameron Prize lecture which he delivered at Edinburgh, on 
30th October 1928: “I am fully aware that this award is also meant to include 
the group of workers who were closely associated with the development of Insulin 
and without whose whole-hearted assistance the work could not have been done. 
The chief among these was Dr. Charles Herbert Best.” Happily, Dr. Best is 
still with us, as the successor of Banting in the Banting and Best Chair of Medical 
Research. He has recently returned from Europe with honorary degrees from 
the Universities of Paris, Amsterdam, and Cambridge. Our heartiest congratu- 
lations we tender to him to-night. In the Cameron lecture Banting describes how 
the extract of the “island cells” was obtained, how the problem of chemical refine- 
ment was gradually solved, and how at last the value of Insulin to diabetic 
patients was demonstrated. He adds these words of caution: “Insulin is not a 
cure for diabetes ; it is a treatment. . . . Insulin was but the final stage. . . . The 
Toronto group of workers considered themselves fortunate in being able to add 
something of practical importance to the long series of previous investigations 
into carbohydrate metabolism.” 

One of my first duties as Chairman of the Board of Governors was to pre- 
side at a dinner in this Hall given in honour of Dr. Banting and Prof. J. J. R. 
Macleod, to whom had been awarded in 1923 the Nobel Prize for eminence in 
medicine. Among the speakers on that occasion was Dr. Lewellys Barker of 
Johns Hopkins University. 1 well remember how he predicted that, in view of 
the immense extension of the fields of medical and indeed general scientific 
research, future discoveries would be made mainly by groups of workers, rather 
than by solitary individuals. Banting divided his share of the Nobel Prize with 
Best, and Macleod with Collip. 

Another recollection of these early days is attendance at a meeting of the 
Insulin Committee of the Board at the house of the Chairman, Sir Albert 
Gooderham, to discuss the patenting of the discovery for purposes of assuring the 
purity of the products manufactured and of keeping the price as low as possible. 
Banting had assigned the patent to the University. His one great anxiety was 
to be assured that not a cent of the proceeds should go to anyone concerned in 
the discovery for his own personal use. The outcome of all these discussions 
was that whatever profits might be made, all should go to medical research. This 
has been done through the years that followed. 

At the time of Sir Frederick Banting’s death, The New York Times made 
this editorial comment: “The annals of medicine contain no more thrilling tale 
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than that of his long, patient following of clues that had been recorded in medical 
literature for decades. . . . All this is the usual history of scientific discovery— 
a history of gropings in the dark until at last a mind appears that has the peculiar 
property of seeing relationships. Banting had that type of mind. He fitted his 
own findings with those of his predecessors into an architectural pattern that had 
meaning.” 


For what services do we thankfully commemorate him? First, by his dis- 
covery of Insulin and by its various subsequent developments, that devastating 
disease of diabetes has been robbed of its ancient terror. Its victims are enabled 
to go for years about their daily tasks. Literally millions rise up and “call him 


blessed”. 


Secondly, we must add the achievements of those whose lives have been 
prolonged by the use of Insulin. Did not Dr. Minot, after Insulin had given him 
a fresh lease of life, do his great work in collaboration with Dr. Murphy on a 
specific for pernicious anaemia? 


Thirdly, Banting established a great school of medical research in this Uni- 
versity, and gave a new impetus not only to medical research everywhere but to 
research in general throughout the world. In due time there was established in 
the Medical Faculty of the University of Toronto a research chair named by 
Banting himself “The Banting and Best Chair of Medical Research”. Of this, 
Banting was the first incumbent. Under his eager, masterful yet sympathetic 
guidance it developed apace. He taught students the methods of research; he 


encouraged them in their problems; he showed them the value and the necessity 
of research. 


Fourthly, epoch-making as was the discovery of Insulin, it was only the 
beginning of a series of investigations. To only two of these can I here refer— 
silicosis and aviation medicine. That attack on silicosis was a fine example of 
co-operation between physicians at the mines and the scientific workers in the 
laboratories here. The lives of stalwart miners will be saved by the results. 
For this work, Banting won his Fellowship in the Royal Society. 


Foreseeing that war in Europe was inevitable, he believed that aerial war- 
fare would prove of critical importance, and early began preparations for the 
solution of medical problems involved in flying. When war broke out, he was 
soon attached to the National Research Council, whose President, Dr. C. J. Mac- 
kenzie, is with us to-night. Banting organized, aroused, and directed. In order to 
theorize aright on the problems presented, he sought personal experience of 
every kind of flight. It was partly the desire for this close-hand knowledge that 
led him to choose his last means of transport to England. 


On the way to the Motherland, to compare the results of his investigations 
with those “over there”, his plane crashed in Newfoundland. As far as we can 
learn, his last efforts in spite of failing strength were directed to relieving others. 
“So,” in the words of Bunyan’s Pilgrim’s Progress, “he passed over, and all the 
trumpets sounded for him on the other side.” His passing seemed a tragedy. 
So it was; but was it not also a triumph? He passed on in the fulness of his 
powers ; his mission was carried forward by those he had trained. He was buried 
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from the Convocation Hall of his beloved university and all the world paid hom- 
age to his memory. 

The Maritime Commission of the United States constructed a large group 
of “Liberty” ships for transportation purposes in the war. Each was named after 
some distinguished citizen of the Republic. But when Dr. J. R. Williams of 
Rochester, N.Y., urged that an exception be made by naming a ship after a great 
Canadian scientist and benefactor of mankind, the Commission readily agreed. 
Thus, in December 1943 on a day of high winds and brilliant sunshine, the great 
ship, “Frederick Banting” was launched at Baltimore, and Lady Banting herself 
performed the act of “christening”. Dr. Best, Dr. R. W. Urquhart, Mr. F. K. 
Morrow, Mr. J. W. Rogers and myself represented the University of Toronto 
on that occasion. 

Here in the University when the new building was erected to house the 
departmen: of Medical Research and the department of Pathology and Patho- 
logical Chemistry, it bore the name “The Banting Institute”. Lord Moynihan 
officiated at its opening. 

Two quotations from his Cameron lecture reveal some essential features 
of Banting’s character : 

“The greatest joy in life is to accomplish. It is the getting, not the having. 
It is the giving, not the keeping.” 

“T am a firm believer in the theory that you can do or be anything that you 
wish in this world, within reason, if you are prepared to make the sacrifices, to 
think and to work hard enough and long enough.” 

What manner of man was he? A man of simplicity, reality, and straight- 
forwardness ; devoted to duty, kindly, and helpful; a man modest, even shy, who 
in spite of honours deservedly bestowed, never lost his head, but was always 
unspoiled and approachable ; a man loyal to friends, especially old friends, and to 
the land of his birth, in the face of most alluring calls to other posts ; generous in 
recognizing the work of others, wishing rather to stimulate others to do things 
than to do them himself; a man magnanimous, not cherishing enmity ; a man who 
always had a word of appreciation for anything well done; a man to whom money 
meant chiefly a means of helping others or furthering research; a man who 
loved things beautiful, and, as a by-work, himself transferred to canvas the love- 
liness of nature; a man humble in the presence of the great mysteries of life and 
the universe, and reverent as his mother had taught him to be. 

In life men can hear calls to things and ideals that are lower or higher. 
Edwin Markham has aptly expressed these calls: 


“Live and let live!” was the call of old— 

The call of the world when the world was cold— 

The call of men when they pulled apart— 

The call of the race with a chill in the heart. 

But “live and help live!’ is the cry of the new— 

The cry of the world with the Dream shining through— 
The cry of the Brother world rising to birth— 

The cry of the Christ for a comrade-like earth. 


How nobly did Frederick Banting answer the higher call ! 
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Narcotics Regulations 


EFFECTIVE SEPTEMBER 1, retail druggists in 
Canada will no longer be yequired to keep 
under lock and key the codeine preparations 
detailed in section 8 of the Opium and Nar- 
cotic Drug Act. 

Other changes in the Act are the consoli- 
dation into a single list of the narcotics named 
in the schedule of the Act and a provision 
that certain codeine preparations, when com- 
bined with suitable medicinal ingredients, may 
be sold by 


scription, 


retail druggists without a pre- 


provided such items are properly 
labelled. These preparations include all items 
containing one-eighth grain of codeine when in 
solid form, or one-third grain codeine per 
fluid ounce when in liquid 
drug 


medicinal ingredients. 


form, provided 


such is combined with other suitable 

Sales of codeine preparations coming within 
the prescription requirements of the Act need 
not be recorded in the narcotics register, unless 
the druggist wishes to do so, but the pre- 
scriptions must be kept on file and available 
for inspection at all times. 

The wartime regulations allowing druggists 
to accept over the telephone and fill emergency 
prescriptions for codeine have been cancelled. 
Removal of this privilege has, however, been 
offset by the fact that prescriptions are no 
longer required for codeine preparations men- 
tioned in section 8 of the Act. 
Appointments in the Department of 


National Health and Welfare, Ottawa 


K. C. Hossick of Ottawa has been named 
chief of the Narcotic Division in the Depart- 
ment of National Health and Welfare. Mr. 
Hossick, assistant chief of the division since 
1928, H. L. 
retired earlier this year. 

Lreut.-Cor. C. W. Gmicurist, O.B.E., E.D., 
former chief of Canadian Army relations in the 


succeeds Col. C. Sharman, who 


Mediterranean theatre and in northwest 


Europe, has been appointed by the Federal 
Civil 


Service Commission as director of the 
Information Services Division for the Depart- 


ment of National Health and Welfare. 


Reorganization of the Federal Security 
Agency 


THe Feperat Security AceNcy of the 
United States Government has been reconsti- 
tuted under four main operating branches and 
six staff offices. The four branches are: 
SocraL SEecuRITY ADMINISTRATION—taking 
over the old-age and survivors’ insurance, 


employment security, and public assistance 


programs formerly administered in the Agency 
Board, which 


Reorganization Plan, to- 


by the Social Security was 
abolished by the 
gether with activities of the Children’s Bureau, 
transferred from the Department of Labor. 
Arthur J. Altmeyer, who has served as Chair- 
man of the Social Security Board since Feb- 
ruary 1937, has been appointed Commissioner 
for Social Security to head this new unit. 
Miss Katherine Lenroot, Chief of the Child- 
ren’s Bureau since November 1934, will con- 
tinue in that post. 
EpvucatTion—consisting of the existing 
Office of Education. The 
functions of the Agency relating to the Ameri- 


other educational 


can Printing House for the Blind, Columbia 
Deaf, 
be under the 


Institution for the and Howard Uni- 
direction of the 
John W. 


Education 


versity, will 


Commissioner of Education. 
Studebaker, 
since October 1934, will continue to head this 
Office. 

Pvustic HEALTH—consisting of the US. 
Public Health and St. 


Elizabeth’s Hospitals will be under the direc- 


Commissioner of 


Service. Freedmen’s 


tion of the Surgeon General. The Division of 
Vital Statistics, transferred from the Depart- 
ment of Commerce, becomes part of the U.S. 
Health 
Surgeon General of the Public Health Service 


Public Service. Thomas Parran, 
since April 1936, will continue in this capa- 
Halbert Dunn will remain as head of 
of Vital 


OFFICE OF SPECIAL 


city. 
the Division Statistics. 

SERVICES—a new oiffice 
including the newly created Bureau of Em- 
and the 
Compensation Appeals Board which succeed 


ployees’ Compensation Employees’ 


the U.S. Employees’ Compensation Commis- 


sion; the Food and Drug Administration: 
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and the Offices of Vocational Rehabilitation, 
War Property Distribution, and Community 
War Services. 

In addition to these four operating branches, 
staff Assistant, 
General Counsel, Research, and Information 


existing offices—Executive 
—have been augmented by two new offices to 
provide for expanded functions of the Federal 
the Office of 
the Office of 
Inter-Agency and International Relations. 


Security Agency. These are 


Federal-State Relations and 


The U.S. Federal Hospital Council 


To Carry Ovt the objectives of the Hospi- 
tal Survey and Construction Act, which was 
United States Con- 
gress has authorized the appropriation of 375 
million dollars during the next five years, for 


passed last month, the 


the construction health 
Three million dollars has also been 
authorized for State-conducted 


These must be made preliminary to the 


of hospitals and 


centres. 
surveys of 
need. 
granting of Federal funds for construction. 

The Act provides latitude for each State 
to develop its own program of hospital and 
health centre construction, to be administered 
by State authorities under standards specified 
by the United States Public Health Service. 
The Surgeon General, Thomas Parran, will be 
assisted in establishing standards by a newly 
Federal Hospital Council composed 
of eight members appointed by the Federal 
The first meeting 
of the Council will be held in Washington on 
September 17 and 18. 


created 


Security Administrator. 


“This act sets for the first time a national 
policy which makes it clear that hospitals in 
the future must be located and 
health 
needs of the people,” Dr. Parran said. “This 


policy, as evolved through the leadership of 


planned, 


operated in relation to the overall 


hospital authorities of the country, is recog- 
nition of the integrated role that hospitals and 
Ade- 
centres and related 


health centres must play in the future. 
health 
physical activities are the essential worshops 


quate hospitals, 
without which it is not possible to provide 
even a minimum of modern health and medical 
services.” 

Any State may initiate action by submitting 
a request to the Surgeon General for funds to 
carry out an inventory of existing hospitals, 
and to prepare a plan for the construction 
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necessary to provide adequate care for all the 
people. In making the request, the States 
must designate a single State agency to carry 
out the survey and planning, and must appoint 
a properly qualified advisory council to con- 
sult with the State agency. The proportionate 
each State of the total Federal 
appropriation for survey and planning will be 
determined by the populations of the several 
However, Federal funds must be 
matched by two to one in defraying the sur- 
vey expenses. 


share for 


States. 


Allotments for the construction of facilities 
will not be made until the State plan, based 
on the survey findings, has been approved. 
Construction allotments to individual States 
will vary. Population will be one factor and, 
in addition, the average per caput income wiil 
be used in the allotment formula in such a 
way that States with a lower per caput income, 
where there is relatively greater need for medi- 
cal facilities, will receive proportionately larger 
allotments per caput. 

Applications for funds for individual con- 
struction projects must be channeled through 
the designated State agency. 
Federal funds may not exceed one-third of the 
cost of a project. 


Here again, 


Before any single project 
is approved by the Surgeon General, sufficient 
evidence must accompany the building request 
to show that two-thirds of the total cost of 
than 
Federal sources, and that financial support is 


construction is available from other 
adequate for the maintenance and operation 


of the institution after completion. 


Dr. Ronald Hare’s New Appointment 


Dr. RonaLp Hare, of the Connaught Medi- 
cal Research Laboratories and School of 
Hygiene, University of Toronto, has been 
appointed Professor of Bacteriology in the 
University of London, in St. Thomas’ Hospi- 
tal. 

Dr. Hare began his 


Queen Charlotte’s Hospital, 


scientific work in 
where his re- 
search related to puerperal fever and other 
streptococcal infections. In 1936 he came to 
the University of Toronto, where he continued 
his studies of streptococci and of virus in- 
fections, particularly influenza. During the 
war years, Dr. Hare served on the Subcom- 
mittee on Research 


Council of Canada, and conducted studies on 


Infections, National 
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wound infections, the transmission of in- 
fection through air in barracks and hospitals, 
and the development of influenzal virus vac- 
cines. When the need for penicillin in Can- 
ada arose, Dr. Hare joined with Dr. P. H. 
Greey and Dr. S. F. MacDonald in develop- 
ing large-scale production, using the surface- 
culture method. It is 
that Dr. Hare 


Fleming’s assistants in 


interesting to recall 
one of Sir 
1928, 


covery of penicillin was made. 


was Alexander 


when the dis- 
In his new appointment Dr. Hare will have 

large responsibilities in teaching and the op- 

portunity to extend further his research. 


Alberta 


THE ALBERTA PuBLIC HEALTH ASSOCIATION 
held its 
September 16 


convention in Banff on 


Over 


public health nurses, sanitary inspectors, and 


annual 


and 17. one hundred 
medical officers of health from the health dis- 
tricts attended. 

J. R. Jacxson, M.D., D.T.M., has been ap- 
Medical Officer 
Foothills Health District. 


pointed of Health for the 

Dr. Jackson has 
just completed several years of service overseas. 
R.N., has re- 


turned to her position as assistant superin- 


Miss JEAN CLark, M.Sc., 


tendent of the Nursing Branch of the Depart- 
ment of Public Health, Alberta, after a year 
of post-graduate study in public health ad- 
A Rockefeller 


lowship made possible eight months’ academic 


ministration. Foundation fel- 


work at Johns Hopkins University, Baltimore, 
Md., field 
covering the State of Maryland, New 


observation 
York 


City, the Visiting Nurse Association of Bos- 


and three months of 


ton, the School of Nursing at the University 


of Toronto, Wayne Detroit, 
the Kellogg Foundation at Battle Creek, and 


the Michigan State Health 


University in 


Department at 
Lansing. 


Saskatchewan 


Dr. Leonarp S. ROSENFELD has been ap- 
pointed vice-chairman of the Health Services 
Dr. 


following 


Planning Commission of Saskatchewan. 


Rosenfeld comes to Saskatchewan 
almost four years’ service in guiding a re- 
organization of the health services of Nica- 
As assistant to Dr. F. D. Mott, re- 


cently appointed chairman of the Commission, 


ragua. 


Dr. Rosenfeld will be particularly concerned 
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with the introduction of the provincial hospi- 
talization plan and with the integration of 
public health and medical-care services within 
health regions. 

1945 Dr. 


and sanitation 


From 1942 to the end of Rosen- 
feld 
field party assigned to Nicaragua by the In- 
United 


States Government agency set up by an agree- 


was chief of a _ health 


stitute of Inter-American Affairs, a 


ment between the foreign ministers of American 
countries to aid the war effort by raising the 
health and economic 


status of the Latin- 


American countries. 


the health 


Under his supervision, 


services of Nicaragua tre- 


The 


sani- 


were 


mendously expanded and _ developed. 


chief programs included environmental 


tation, especially in connection with malaria; 


personnel training to provide nurses, health 


officers, laboratory technicians, etc.; con- 
struction of public health facilities, including 
seven health centres and hospitals; health edu- 
cation; medical-care programs in rubber-pro- 
ducing areas; organization of a program of 
local health administration; and technical as- 
sistance to the local government 


izing the health department. 


in reorgan- 


During his service in Nicaragua, Dr. Rosen- 
feld entered the United States Army and rose 
He received the Distin- 
Health 
Medal from the Nicaraguan Government, and 


to the rank of major. 


guished Service Cross and Public 


the Army Commendation Ribbon from the 


Surgeon-General of the U.S. Army. 

After obtaining his medical degree from New 
York University College of Medicine in 1937, 
Dr. Rosenfeld worked for a short time with 
the New York State Department of Labour on 
industrial hygiene. Following two years’ sur- 
New 
York, he took a research fellowship in epid- 
The fol- 
lowing year he was with the New York City 
Health Department as a health officer in train- 


gical internship at Lincoln Hospital, 


emiology at New York University. 


ing and was assigned as assistant health officer 
to a city health district. He then obtained his 
public health degree from the Johns Hopkins 
University at Baltimore before going to Nica- 
ragua. Following his release from the Army 
in April of this year, he studied medical care 
facilities in various parts of the United States, 


on a special Rockefeller Foundation fellowship. 


Dr. C. J. Kirk, former Assistant Deputy 
Health Minister, has been appointed Direc- 
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tor of Hospital Planning and Administration 
in the Health Services Planning Commission, 
in a move designed to centralize all matters 
relating to hospital facilities in the commission 
and to co-ordinate them with the provincial 
hospital services plan which will be admini- 
stered by the commission. 

Gt. 
tal Administration, has been appointed Assis- 
Hospital 


Gibson, formerly Director of Hospi- 


tant Director of Planning and 
Administration in the commission, and G. C. 
Darby, formerly administrative director of the 
Physical Fitness Division, has been appointed 
Executive Assistant to Dr. C. F. W. Hames, 
Deputy Minister of Health. This reorgani- 
zation in the Department of Public Health 
will promote greater efficiency in the handling 
of hospital matters, and will mean a closer co- 
medical and_ hospital 


ordination between 


administration within the department. From 


now on, all inquiries concerning plans for 
hospitals and health centres, the formation of 
union hospital districts, the availability of 
government grants and loans for hospital con- 
struction and related matters will be referred 
to the Health Services Planning Commission. 
Not 


commission are mental hospitals, tuberculosis 


included within the jurisdiction of the 


sanatoria, and cancer clinics. 


Manitoba 


into 
At the 
last session, the Manitoba Legislature, acting 


TESTING comes 
effect in Manitoba on October 1, 1946. 


PREMARITAL BLoopD 


upon the recommendation of the Commission 
on Investigation of Venereal Diseases, passed 
an amendment to the Marriage Act providing 
for compulsory blood testing. 

Dr. M. R. Ex.iott, Director of Extension 
of Health E. R. Rafuse, 


Director of Hospitalization, attended the first 
national 


Services, and Dr. 


conference on health 
plans held at Two Harbors, Minnesota, August 
15th to 18th. Dr. Elliott presented an outline 
of the Manitoba Health Plan. 


Miss Cectte DeEMeERS and Miss Reta 
Bourgeois, from the Province of Quebec, who 
were health education students at the Univer- 
sity of 


co-operative 


Minnesota, recently completed one 
month’s field work at the Red River Health 
Unit under Dr. Wior and at the St. Boniface 
Health Unit under Dr. L’Heureux. 
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RECENT VISITORS to the Department of 
Health and Public Welfare were: Dr. Albert 
Bailey, United States Bureau of the Census, 
Washington; Dr. Paul Harper, International 
Health Division, The Rockefeller Foundation; 
Dr. W. G. Wickremesinghe, Assistant Direc- 
tor of Sanitary Services, Department of Medi- 
and Dr. 


H. B. Turbott, Director of School Hygiene, 


cal and Sanitary Service, Ceylon; 


New Zealand Health Department. 


New Brunswick 


An AppITIONAL INstTITUTION for the care and 
treatment of tuberculosis cases was opened 
in July in the northern part of the province. 
This institution, which will be known as the 
Saint Joseph Sanatorium at St. Basile, Mada- 
waska County, will have a capacity of 150 
beds. Dr. G. E. Gauvin has been appointed 
Medical Superintendent and the institution 
will be operated by the Religious Sisters of 
Saint Joseph. Dr. Gauvin formerly 
Medical Superintendent of Vallee Lourdes 
Sanatorium at The Medical 
Superintendent at the latter institution is Dr. 
L. Frenette. 

Dr. P. M. Knox, Medical Superintendent 
of the 


was 


Bathurst. new 


Jordan Memorial Sanatorium, The 
Glades, has been transferred as Superintendent 
to the Moncton Tuberculosis Sanatorium, 
which is expected to open in the near future. 
Dr. A. M. Clarke, Medical Officer of Health 
New Brunswick Department of 
Health, has been transferred to the Jordan 


Memorial 


with the 
Sanatorium as 


Superintendent. 
These transfers were effective September 1. 


Dr. A. F. Crarsson, following his dis- 
charge from the Canadian’ Army, has re- 
joined the New Brunswick Department cf 
Health and is serving as Medical Officer of 
Health for the Counties of Victoria, Carle- 
ton, York and Sunbury. Major Chaisson 
served in the R.C.A.M.C. as Neuropsychi- 
atric Specialist for Military District No. 6— 
and also was on the staff of Debert Military 
Hospital, Canada, and the Basinstoke 
Neurological and Plastic Surgery Hospital 
in England. Prior to his medical career, 
Major Chaisson was Lecturer in Biology at 
St. Francis Xavier University and also 
worked for the Biological Board of Canada. 
He is a member of the Canadian Physio- 
logical Society for Research. 








